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| Essentials of Good Feeding 


The significance of a good, well-balanced diet 
for young children is now appreciated, and special care 
must be taken to ensure adequate supplies of the 
essential vitamins. For this reason, advice on feeding - 
is often given at maternity and child welfare centres. 


Marmite yeast extract, which penyices riboflavin 
(1°5 mg. per oz.) and nicotinic acid (16°5 mg. per oz.) , 
is frequently recommended as a source of these impor- 
tant B, vitamins. Most children take to Marmite readily 
and recipe books suggesting various ways of using it are 
available, free on request, for distribution at welfare 
centres. 


MARMITE 


yeast extract 


Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres, and schools 
THE MARMITE FOOD EXTRACT CO., LTD., 35, SEETHING LANE, LONDON, E.C.3. 
PH 5312 


= he BUILDING SITE 


Exhaustive and practical tests on large and small Building Sites have proved 
that chemical closets charged with “ Racasan ” Self-Cleaning Sanitary Fluid 
provide and maintain efficient temporary sanitation. : 
In aircraft, caravans, coalmines, rural schools and homes, camping sites, 
' reports in fact wherever water-carriage systems are not practicable, “‘ Racasan” 
fessional samples available free from = Sanitary Fluid ensures the most hygienic conditions. - 
ik te Awarded Certificate of Hygienic Merit of (Royal Institute of Public Health and Hygiene. 
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MARCONI 
mobile radio for the 


HEALTH AUTHORITIES 


LLLLLL 


Marconi mobile radio is the 


general name for a range : 
of V.H.F. transmitter/receiver 


equipment designed to work under 
the most strenuous operating . 
conditions. The range 


Square meals 
AND SQUARE DEALS —. 


Bovril’s new Weaning Food is marketed in all operating 
small cubes and in four varieties. From a cube, 

or part cube, a mother can prepare her baby’s requirements. 
meal in a single minute. It’s a good square 
meal, for each cube contains mashed potato 
powder, powdered lean beef, beef extract, dried 
distilled yeast, bone calcium phosphate and iron 
ammonium citrate. Bovril Brand Weaning 
Food gives mothers and babies a square deal, 
too. It is quick to prepare, very economical 
and easily digested. Because of its form, its 
hygienic method of manufacture, and as 


MARCONI 
Weaning Food PLANNED - INSTALLED * SERVICED 


PRICE 6° PER PACKET OF 4 CUBES 


MARCONI'S WIRELESS TELEGRAPH COMPANY LTD - CHELMSFORD - ESSEX 
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EDITORIAL 


The Pattern of Infection in Poliomyelitis _ 

We are accustomed to receiving wise guidance on epi- 
demiological problems from Dr. W. H. Bradley, as was 
shown by the very large meeting of members of the 
Metropolitan Branch and many other members of the 
Society who attended on November 13th to hear his address’ 
on the epidemiology, virology and prevention of polio- 
myelitis, the disease which to-day presents difficulties of 
control, treatment and maintenance of public morale quite 
out of proportion to its actual incidence. Dr. Bradley gave 
an encouraging account of the active steps which the M.O.H. 
can take to control the spread of the disease and at the same 
time to add, by careful field investigation and reporting, to 
the growing pool of knowledge on the transmission of polio 
infection. Since 1950, Dr. Bradley has been a convert 
from the previous generally held theory that the poliomyelitis 
virus is ubiquitous and flares up in clinical outbreaks and 
has firmly advocated the view that the disease can spread 
through a narrow stream of the population. ‘The latter view 
has been supported by the results of the M.R.C. sewer- 
swabbing investigation carried out with the collaboration of 
health departments, into the national distribution of the 
virus, and by the detailed accounts of such outbreaks as 
that in the Isle of Wight (1950), Guildford (1952), and 
Rye (1952), where the chain of infection from case to case 
has been well demonstrated. Moreover, as Dr. J. S. Logan 
said in the discussion on November 13th, speaking from 
recent experience at Southend, the ‘‘narrow stream” theory is 
the only basis for practical control of the spread of infection. 

As it happened, an editorial in the Lancet of November 
14th,*? which appeared on the day of Dr. Bradley’s recent 
address, drew attention to a recent study by Dr. Melnick 
and Ledinko of the section of preventive medicine at Yale 
University which leads our contemporary to suggest a counter 
theory that there is a ‘‘ wide subterranean channel”’ in which 
the polio virus flows, to make sudden upsurges in the form 
of outbreaks. But we feel that the two schools of thought 
can be reconciled by the concept that it is the disease pro- 
ducing manifestations of the virus which matter and that 
antibody levels in samples of the population, as was said 
by Sir Weldon Dalrymple-Champneys, should be taken as 
an indication of the epidemic situation but not as a defensive 


gummarised in The Medical Officer, November 2Ist, 1953, 
go, 250 

2 Some Notes on Poliomyelitis, Bradley, W. H., (1950), Monthly 
Bull. Min. of Hlth. & P.H.L.S., 9, 203. 

3 Sub-clinical Poliomyelitis Infections, Lancet (1953), 2, 1028. 


factor against the more virulent forms of the infection. 
Whilst these difficult virological problems are still being 
studied and evaluated, Dr. Bradley’s guidance on “ out- 
break control,” based on the practical experience in this 
country, is obviously sound and will remain so even when 
the additional weapon of immunisation is proved and fully 
available. 


REFRESHER COURSE FOR SCHOOL MEDICAL 
OFFICERS 

The School Health Services Group of the Society is arrang- 
ing a Refresher Course for School Medical Officers who have 
recently joined the School Health Service from January 22nd 
to 24th, 1954. It is to be held at the Wansfell Residential 
College, Essex, and residential accommodation is available at 
the College, but is limited to 35 members. The fee for the 
Course will be four guineas inclusive of residential accommoda- 
tion. The provisional programme is as follows :— 

Friday, January 22nd 

7 ».m. Supper. 

8 p.m. Introduction to the Course, from the Course Tutor. 

8.20 p.m. Film ‘‘ Moving and Growing.’’ 

9.15 p.m. Discussion. 

Saturday, January 23rd 

9.30 a.m. Physical Standards and Theiy Assessment. Lec- 
turer: Dr. I. Gordon (M.O.H., Ilford M.B.). 

10.30 a.m. Discussion. 

41.15 a.m. The School Health Services in the U.S.A. Lec- 
turer: Dr. Peter Henderson (Principal Medical Officer, 
Ministry of Education). 

12.15 p.m. Discussion. 

5 p.m. Physical Education and the School Medical Officer. 
Lecturer: Miss Ruth Foster (Staff Inspector, Physical Educa- 
tion, Ministry of Education). 

Sunday, January 24th 

10 a.m. BC.G. and the School Leaver. Lecturer: Dr. T. M. 
Pollock (Medical Research Council). 

11.30 a.m. The Disturbed Adolescent in School. Lecturer: 
Dr. G. S. Prince. 

2.30 p.m. Summing Up by the Course Tutor. 


Application has been made to the Ministry of Education for 
authority for the payment of the necessary expenses. Nomina- 
tions should be sent as soon as possible to the Administrative 
Officer, Society of M.O.H., Tavistock House, Tavistock Square, 
London, W.C.1. 


“* Vaseline.’’—-The Chesebrough Manufacturing Company, 
Ltd., of Victoria Road, London, N.W.10, have written to 
point out that the word ‘‘ Yaseline,’’ used in the article on 
‘* Skin Affections of the School Child ’’ in our October issue 
(p. 6) with reference to the treatment of impetigo, is the 
trade mark name distinguishing their preparation of petroleum 
jelly, and not a descriptive word for petroleum jelly in general. 
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SOME REFLECTIONS ON CO-ORDINATION IN THE 
HEALTH SERVICE* 


By 5. C. GAWNE, M.D., B.S., D.C.H., D.P.H., 
BARRISTER-AT-LAW, 
County Medical Officer of Health for Lancashire 


One hundred years ago exactly, England was in the grip of 
a severe epidemic of cholera. Palmerston was in office and 
whatever may have been the failings of the blunt Home 
Secretary, he certainly showed that he had a fine practical 
appreciation of the position when it came to a matter of 
public health. At the time of a general call for national 
prayers, he foretold that the scourge would only be abated 
by vigorous attack upon the flagrant insanitary conditions 
under which the bulk of the people lived. 

The quest for health then, as now, was one which greatly 
exercised the minds of those in authority. It was not 
humanitarian principles which evoked this interest but 
rather the business instinct, for commercial prosperity and 
economic stability were at stake and good health meant good 
commerce. It might be an entertaining diversion to con- 
template what the statesmen of those days would think of the 
developments in national health and welfare policy in the 
hundred years which have intervened. Great victories have 
been won in the field of environmental health, but fresh 
fields remain to be conquered and it cannot be gainsaid that 
the problems of communal health constitute as formidable a 
challenge as ever. 

Much has been said and written on the subject of the 
administration of the National Health Service and members 
of this Society, including past presidents of our own Branch, 
have contributed interesting and erudite expositions of a 
critical nature. Perhaps the most pertinent comments have 
been those made on the nature of the administrative structure 
of the Health Service, with its tripartite division of responsi- 
bilities, the result of compromise. 

The changes have been accompanied by a pronounced 
emphasis on the hospital and specialist services which absorb 
a major and an increasing share of the total resources of 
materials, money and manpower available. At the same time 
they have tended to become more remote and the general 
practitioner complains of a trend which leads to his exclusion 
from the hospital sphere of operation. 

The remarkable advances in methods of investigation and 
treatment in clinical medicine which have been a feature of 
the past few years would seem to have made inevitable an 
emphasis on hospital and specialist practice, and it is hard to 
resist the conclusion that even without the stimulus of 
recent reorganisation, with the introduction of a free 


service, technical developments in themselves would have 


resulted in heavy demands upon the hospitals. 

The effect of the changes is twofold. In the first place the 
need for cooperation is insistent and, as cooperation with 
others impinges on that individualism which traditionally 
was a distinguishing feature of the older order of doctors, and 
also moves in the opposite direction to the earlier training of 
the doctor which tends towards isolationism, the search fora 
compromise between the individual and the group goes on in 
medicine as in the community at large and is perhaps the 
feature more than any other which distinguishes the age we 
live in from others before it. 

Secondly, general practice suffers from a disadvantage in 
that the amenities of the average doctor’s surgery compare 
unfavourably with those of the hospital. The introduction 
of health centres, suitably equipped and staffed, might well 
have helped to redress this balance whilst strengthening the 
domiciliary services by the better team work it would almost 
certainly have produced. ‘This relative advantage which 
now weighs in favour of the hospital system is material and, 
along with the steadily increasing amount of specialisation in 
medicine, is regarded by some to be of such moment as to 
offer more than a theoretical chance that general practice as 


* Presidential Address to the North-Western Branch, Society 
of M.O.H., Preston, October 16th, 1953, 
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we now know it could disappear, to be replaced, perhaps, by 
one based on the out-patient department. 

Only recently a member of the hospital team, commenting 
on the future, visualised a mobile convalescent-care unit, 
staffed by a medical officer and senior nurse and run from a 
children’s hospital. ‘‘ The unit,”’ he said, ‘‘ would be careful 
to avoid interfering with family and home.”’ He admits that 
the objection might be made that this work is really that 
which the general practitioner should perform, but concludes 
that until there is ‘‘ good housing and ample numbers of 
general practitioners ’’ the scheme should be tried. 

Another view has been ‘expressed by Prof. J. M. 
Mackintosh! in his Heath Clark Lectures—‘‘ what we are 
doing to-day in the guise of a National Health Service is to 
take away from the family doctor-most of the work that he 
really enjoys : the thrill of a diagnosis made by himself and 
not the young medical officer of a hospital out-patient 
department ; and most of what is really interesting : the 
sense of personal responsibility for clinical care and con- 
tinuing help to his patient. The advice of the consultant and 
the admission to hospital should be regarded as incidents in 
the care of patients. ‘They are becoming all that matters.”’ 

But the feature of the National Health Service which is 
occupying the limelight at the present time is its cost. The 
Guillebaud Committee have a substantial task in front of 
them and members of the public health service will certainly: 
await their findings and recommendation with the greatest’ 
interest. 

As J. S. Ross,? in his descriptive study of the National 
Health Service in Great Britain, has stated: ‘‘ what (the 
service) must . . . do is to restrain the expansion of provision 
within.the limits of what the nation can afford ’’—and— 
““ the problem is to assess and to allocate the proper share of 
the Service within the total resources and liabilities of the 
State.” 

The Minister of Health, too, in the Annual Report of the 
Ministry for 1952, states :-— 

“The economic situation has affected all parts of the Health 
Service, and the constant pre-occupation of all concerned with 
its administration has been how to use existing resources in staff, 
materials, equipment, accommodation and finance to the greatest 
advantage of the Service as a whole. This task must remain 
with the National Health Service until such time as either a 
greater share of the national resources can be allotted to it, or 
the success of preventive measures relieves the strain.” 

One of the difficulties in deciding the allocation of limited 
moneys within the Service itself arises from the fact that 
there is no precise gauge which can be applied to measure the 
relative values of the component parts. What, for example, 
are the values in terms of money of the preventive services 
which play a part in the control of the spread of tuberculosis 
on the one hand, and the hospital or general practitioner 
services which help to secure the cure of the disease in the 
individual ? And how does one measure the value of 
rehabilitation ? The financial expert would be happier if he 
could consider the problems in terms of unit cost, and, as this 
is inapplicable where the health and welfare of society has 
to be measured, talk of ceilings and charges becomes the 
order of the day. 

It is a paradox that the truly wonderful developments 
in therapeutics and clinical medicine which have brought 
so great a benefit to mankind have also brought more 
difficulties. In the first place, the individual patient is now 
commonly subjected to much longer and more numerous 
investigations than previously. Secondly, a greater responsi- 
bility now rests on the shoulders of the clinicians. Not only 
must the right remedy be chosen but it must be selected 
promptly and therefore the diagnosis must not only be exact 
but it must be made with a high order of expedition. Thirdly, 
all this is associated with an increased cost. 

This brings us again to the question of what the State 
can afford. Hard-headed economists will tell us that the State 
can really only afford that which will ultimately ensure 
the making of the worker more productive and the com- 
munity more prosperous, and they will remind us that the 
development of the welfare state made necessary the setting 
up of a comprehensive health service, because the granting 
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of ‘sickness benefits and pensions required an adequate and 
effective means of control. 

There is a strong body of opinion which favours local 
democratic control of all health services and sees in this a 
bulwark against extravagance. Whether or not adminis- 
trative unity under some form of local democratic control is 
the answer I will not venture to discuss here now; it is a 
subject fit for a lengthy debate and a consideration of the 
form local control might or should take would doubtless 
bring to light many interesting—not to say contentious— 
views even from amongst those of us who believe there is a 
great deal in the principle. 

Certainly a prerequisite for the transfer of responsibilities 
to local democratic control would be a reorganisation of 
local government itself and there seems little prospect at a 
foreseeable date of any government undertaking this difficult 
and thorny task. 

Whatever the future may hold, it seems likely that for 
better or worse we are committed for a considerable period 
of time to the administrative structure as we see it to-day and 
the Local Health Authority can expect, apart from possible 
minor adjustments, to continue to administer for some time 
to come the services which were committed to it in July, 1948. 

T have heard the view expressed that one of the dis- 
advantages under which the Local Health Authority functions 
is that of having to provide (inter alia) services over which it 
has no absolute control. Another feature, regretted by some, 
is the removal of treatment from the sphere of responsibility 
of the Local Health Authority, because it has been suggested 
it is more difficult to maintain the interest of an authority in 
prevention where the stimulus of providing and paying for 
treatment is denied them. 

These are the outcome of arbitrary delineation of functions 
and spheres of activity but the legislators have always 
recognised that in any system of divided responsibility there 
must be gaps. It is because prevention, control and treat- 
ment of disease are interlocked and continuity of care for the 
individual patient is vital that the part allocated to the local 
authority, if difficult, is so important, and why in those areas 
where the local authority is active, the composite result of the 
action of the three limbs of the Health Service is greater 
than the sum of their component contributions. 

Whatever administrative system is in operation, there must 
be an awareness that the patient requires to be considered in 
relation to his total needs at every stage of his disability 
whether in hospital or at home, as distinct from the narrower 
technical or therapeutic measures which are necessary at the 
bedside. In all this the réle of the family doctor is certainly 
the leading one. What is required is that he shall be used to 
full effect. The work of the hospital must be carried un- 
interruptedly outside its curtilage to the family doctor so 
that he has readily at hand such procedures as x-ray examina- 
tion, laboratory tests and so forth. On the other hand the 
family doctor must have the support of, and know how to 
use, the auxiliary services which the local authority is 
empowered to provide and which can enhance the value of 
the work he does. 


The Function of the Health Visitor 


In many areas there has already been built up a valuable 
liaison between health visitor and the hospital. This has 
developed on varying lines, some authorities favouring a 
degree of specialisation on the part of the health visitor, 
others relying on the health visitor undertaking all-purpose 
activities, and the diversity of opinion on this subject is an 
indication that much thought needs to be given to the function 
cf the health visitor and how she may best be deployed. 

In the home, under the leadership of the general practi- 
tioner, it may be said that the domiciliary nurse is a well- 
established partner. Her functions, being directly supple- 
mentary to the family doctor in bedside treatment, are easy 
to understand. The same cannot yet be said about the 
health visitor who, in the past, has had little contact with the 
family doctor and whose contribution as a teacher and social 
worker he has not yet appreciated and finds hard to evaluate, 
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This was clearly brought out in the lively discussion which 
occurred at one of the meetings this year at the Annual 
Meeting of the B.M.A. and it seems obvious that the answer 
lies in a more frequent and a more direct contact between 
these two professional workers. 

In a recent letter, not without humour, to the Spectator, 
one practitioner deplored the activities of ‘‘ ubiquitous health 
visitors, usually in the form of-smart young women who 
visit our patients in shining cars.’’ The fact that it appeared 
subsequently that the ladies referred to were probably 
officials of the Ministry of National Insurance, does not 
detract from the illustrative value of the letter as an impres- 
sion which is not uncommonly held by practitioners, and it 
serves also to draw attention to the number of official visitors 
a family may receive, particularly one which contains a 
number of children or sick, handicapped, or aged persons. 

It may be that the concept of team work is not one to 
which the doctor, trained in methods where the bias is on 
individualism, has had to give much thought in the past. 


The Family Doctor 


There is a line of thought that the conception of the family 
doctor belongs to the 19th century and an American critic* 
of our practitioner service has recently expressed his opinion 
that the general practitioner of to-day ‘“‘is rarely a true 
family doctor in the generally accepted sense,” whilst 
another suggests that the general practitioner does not 
acknowledge the social side of his work as he should— 
‘* perhaps,”’ he adds, ‘‘ because of a lack of understanding 
of his social réle in the community,” with the result that the 
proper promotion of the mental and physical health of his 
patients is not assured. 

Surely, here is a subject which should engage the attention 
of those who are responsible for advising on the training of 
the medical student ? The State cannot afford the luxury 
of training doctors whose future use is to act merely as 
signposts for the direction of patients. 

René Sand‘ gave the remedy in these words :— 

“The lack of training in the social sciences calls for a radical 
change : in his first university year the student is taught mathe- 
matics, physics, chemistry and biology, which are required for 
the understanding of health and disease ; he should study also 
psychology and sociology, not only because he will need this 
initiation to play his full part as a doctor, but because everyone, 
and more especially a university graduate, should understand 
himself and the world in which he lives. The aim of medi- 
cine should be defined as the maintenance and culture of physical, 
mental and social health, with the repair of damaged health as 
the second consideration ‘only.” 

Before leaving the subject of the domiciliary team there is 
one aspect concerning the work of the nurse which I think 
requires emphasis. In order to provide for the sick patient 
at home, it is important that one or more members of the 
family should know how to perform certain simple nursing 
tasks, to cover the period between the nurse’s visits. With 
careful instruction and explanation, members of the family 
can soon gain sufficient confidence to do these things. The 
domiciliary nurse is the one to give this instruction and this 
should form a part of her everyday duties just as much as 
actual bedside nursing. 


General Practitioner and Medical Officer 


Another form of cooperation is that required between the 
general practitioner and the whole-time medical officer 
engaged in the public health field. This, I believe, is 
improving. The National Health Service Act implied that 
functions of the personnel of the maternity and child welfare 
services would be involved in two ways. Firstly, as envisaged 
under the much-referred-to Ministry of Health circular 
118/47 by a process of specialisation on the part of the whole- 
time assistant medical officers employed by local authorities 
whereby they would undertake part-time duties in hospital, 
and secondly, by the participation of the general practitioner 
in preventive work. 
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With regard to the first, development on the lines sug- 
gested has, I think, been very slow and disappointing. Where 
it has occurred it has been welcomed and has proved to have 
been to the mutual advantage of both services. 

With regard to the general practitioner, it has often been 
suggested that he should engage in the inspectorial clinic and 
welfare centre activities hitherto carried out by the medical 
officers of the local health authority. But how many general 
practitioners with their already heavy commitments have the 
time or inclination to take part in this important work, which 
being educative in nature cannot quickly be performed ? 

Moreover, the work performed by the present full-time 
public health medical officers in the field of child health and 
school health demands an appreciation of the impact of the 
handicap upon the child’s development, educational and 
social, and a wide knowledge of the educational, social and 
welfare services provided by public authorities and by volun- 
tary organisations. The truth is the public health medical 
officers have acquired a specialist knowledge, a fact which is 
commonly ignored or overlooked in certain quarters and 
accounts for the opinion sometimes expressed thet their 
functions could readily be transferred to the general prac- 
titioner service or to the paediatric department of a hospital. 

These are general considerations and I would now like to 
refer to some specific problems which are topical but will 
require for their solution al! the ingenuity and resourcefulness 
of administrators in the three limbs of the service and will 
certainly test their powers of cooperation to the full. 


The Chronic Sick and Aged 


Firstly, the problem of the chronic sick and aged. The 
facts are well known. In 80 years the number of old 
people in this country has increased from 1,250,000 to 
5,500,000, and in 25 years’ time it is estimated that 
the number will have risen to 8,500,000, Thus whilst at 
the present time there are six of working age for every 
person over working age, in 25 years’ time, on the 
assumption just made, there will be only four persons of 
working age to each person over working age. Great tasks 
face the health and welfare services not to mention the 
fundamental matters of national economy which arise and 
which are of such import that the Chancellor of the Exchequer 
has seen fit to set up a special committee of enquiry under 
the chairmanship of Sir Thomas Phillips. 

This is not the place to enter into the intricacies of the 
field of economics, even were I qualified in any way to do so, 
but it does seem to me that the disadvantages of a situation 
where there is a predomination of older age groups can be 
overstressed and so lead to the adoption of an unfortunate 
attitude towards the problem of the ageing. The fact is that 
at the beginning of this century the total non-productive 
category (2.e., old and young) amounted to 37° of the 
population, whilst by 1944, notwithstanding the increase of 
old people, the proportion of non-producers had actually 
fallen (because of the thinning in the ranks of those under 15) 
and was estimated to be 30°. There is a tendency, too, to 
overlook the contributions which many old people make in 
the home which cannot be assessed in terms of productive 
capacity, but which nevertheless are of value to the family. 

It is a common impression that old people are infirm old 
people. Possibly this is because the problem of the infirm 
old person has attracted so much attention. In fact only 
some 4% or 5% of the aged are in institutions or hospitals, 
the remainder being in their own homes, though not always 
in comfortable circumstances. 

Because people have been given longer lives it is now 
necessary to show how these lives can be lived without chronic 
ill-health, and much more research is required to be under- 
taken into the nature and methods of control of the degenera- 
tive processes. There are, however, certain practical 
measures of a social nature which can and should be put into 
operation now. First, old peopie should be helped to secure 
appropriate living conditions so that they may retain an 
independent existence as long as possible. This involves the 
housing authority and the local health authority, the former 
to provide the type of accommodation suitable and the 
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latter to furnish the nursing, home help and health visiting 
care required. Secondly, the aged must be kept physically 
and mentally active, for there is no doubt that physical and 
mental activity are among the greatest preventives against 
the deterioration so often the accompaniment of old age. 
This means that the problems of loneliness and unoccupied 
leisure must be tackled and here the scope for voluntary 
effort is very wide. The work of the voluntary visitors of 
Old Peopte’s Associations and of Old People’s Clubs is of the 
greatest importance and its value cannot be overstressed. 
Surely here the health visitor too can play a useful part as 
the professional partner who by virtue of her continuous 
relationship with the families she visits and her special 
training, can act as adviser to the voluntary visitors in her 
area? Also, by her membership within the health team, 
calls for special services—home nurse, home help, hostel 
care or the services of the family doctor and the like—can be 
readily passed on to the appropriate quarter. 

Thirdly and all-important, I consider a truly preventive 
policy to be one which aims at keeping the late middle-aged 
young rather than at concentrating effort on trying to restore 
the decrepit to activity. This implies an educational 
approach to the problem and perhaps we need a preventive 
welfare service to help people to prepare for the later years 
just as we have felt the need for a welfare service for the 
mother and child. ‘The family too need advice and it is no 
more reasonable to expect people to know by instinct how 
to care for their ageing relatives than it is to expect the 
young mother to know by instinct the best way to care for 
her baby. 

For certain members of the aged community, residential 
accommodation will always be required. The division of 
administrative responsibility arbitrarily between the hospital 
and local authority, according to whether medical and nursing 
care is deemed to be required or not, has led to the concep- 
tion that there is a place for an intermediate form of accom- 
modation and the possibilities of this have been explored 
by the National Corporation for the Care of Old People and 
King Edward’s Fund who have set up ‘“ half-way ”’ houses 
on experimental lines with what is claimed to be substantial 
success. I am not sure, however, that it would be wise for the 
hospital authority and local health authority to embark on a 
joint venture of this nature. It is possible that a further need 
would be found for a “‘ half-way ’’ house within a “ half- 
way” house, and there is a good deal to be said for one 
authority, 7.e., the hospital authority, meeting the needs by 
way of graded annexes of all who require a degree of nursing 
or medical care which exceeds thet which can be given in a 
patient’s own home by the family doctor and domiciliary 
nurse. Obviously such a plan would still call for close 
working arrangements with the local health authority, and 
for a well-functioning machinery for the transfer of cases 
where necessary. 

In regard to the problem of liaison, team work is facilitated 
in those cases where a geriatrician, designated in charge of 
beds, has been appointed by the hospital authority. I 
believe, too, it is essential that the Medical Officer of Health 
should be actively associated in the work concerned with the 
— and the ageing, for the field is one in which medical and 

problems abound. 

s view is also expressed in the report on The Ageing 
Population,® just issued by the Standing Medical Advisory 
Committee for Scotland. The report says :— 

‘‘In the contribution to be made by the health services to 
meet the needs of an ageing population, the rdle of the Medical 
Officer of Health is of supreme importance. His professional 
status is that of a specialist in preventive medicine and social 
health and his statutory responsibilities bring him into direct 
relationship with the general practitioner, hospital and nursing 
services. We recommend that the Medical Officer of Health of 
each county and large burgh be charged with the general responsi- 
bility for prevention of disease and promotion of health in the 
old people in his area.” 


Mental Health and Disease 


When the history of medicine of our time comes to be 
written, it is probable that the mid-20th century will be 
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notable for the greatly increased interest in mental health 
and mental disease. Partly this is due to a better appreciation 
of the remediability of the minor forms of mental illness and 
to the success of empirical methods of treatment in major 
disease. It is also due to the realisation that many illnesses 
previously regarded as of physical origin have an underlying 
psychical basis, and it is estimated that approximately one- 
third of absenteeism in industry due to sickness can be 
ascribed to psychoneurosis. 

Psychiatrists tell us that the keystone of the arch in 
preventive psychiatry is the mental hygiene of the family 
and that children with a happy childhood, brought up in a 
cheerful home in the right emotional atmosphere, start with 
the best prophylactic against mental illness in later life. 
Here surely is scope for the wise health visitor, practised in 
maternal and child care. 

But whilst we may regard the future with hope, it is 
inevitable that for a considerable time to come the matter of 
hospital accommodation will remain a difficult problem. 
There is a growing appreciation of what can be achieved by 
the co-ordinated use of hospital, clinic and care in the home. 
In those instances where it has been possible for the 
psychiatrist employed by the Regional Hospital Board to 
undertake part-time duties for the local health authority as 
adviser to the Medical Officer of Health, the results have 
been most gratifying and help the whole team, whilst the 
difficulties which are so apt to be encountered by the Duly 
Authorised Officer over the disposal of the acute case are 
avoided. 

If it is safe to generalise from the results of recent investi- 
gations at one mental hospital, it is possible that the steadily 
rising rate of admission of old people suffering from mental 
disorders may not have such serious consequences as some 
have feared. It was found that of 150 patients over 60 years 
of age admitted during one year and completely followed up, 
81 or 54% were suffering from an affective psychosis— 
usually depression—and only 24% from senile psychosis. 
Within six months of admission, 46 or more than half of 
those in the former group were out of hospital, and three 
years later 43 of these, it is said, maintained their recovery. 
It seems therefore that a fresh outlook is needed in consider- 
ing what in the past had been regarded as irremediable. 

Of joint action in the field of mental defect I wish to say 
little. It might be argued that the problem of the mental 
defective is not one which has a “‘ preventive ”’ bearing in the 
strict sense but this ignores the distress and anxiety to which 
relatives are subjected and apart from any benefit to the 
afflicted individual which the Health Service can offer, the 
help rendered to the family is certainly truly preventive in 
function. 

For this reason the local health authority has a valuable 
contribution to make in caring for the mentally defective at 
home and in providing occupation centres for such as can 
take advantage of social training. The provision of temporary 
accommodation in a mental deficiency hospital or home 
without formal procedure under the Mental Deficiency Acts 
offers a valuable respite where difficulties at home arise, such 
as the death or illness of the parents, for example. 

But it is difficult to see how the local health authority 
can contribute to the care of the more seriously defective, for 
whom no adequate alternative to residential accommodation 
exists. I do think, however, that the action taken by at least 
one Regional Hospital Board in seeking to find properties in 
or near to populous areas which could be converted for use 
is a wise move. The recruitment of part-time staff would be 
possible in these circumstances and would offer a more 
hopeful alternative to that of relying upon further attempts to 
staff large units in isolated rural surroundings. 


Occupational Health 


As yet the scope of the Occupational Health Services has 
not been authoritatively defined and the integration of 
industrial hygiene with the other parts of the National Health 
Service remains to be achieved. There is undoubtedly a 
great need for a preventive service covering all occupations. 
It is also clearly in the interests of the patient that there shall 
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be a pooling of knowledge in respect of those influences in 
the factory or workshop and those at home which may have 
a bearing on his disability. 

Though the Dale Committee stated that the existing 
industrial health services are in many ways complementary 
to the National Health Service, I think it must be conceded 
that an occupational health service must be closely linked 
with the other sections of the National Health Service. It 
may be that some form of unification at the centre where 
responsibility is shared amongst several government depart- 
ments would hasten this process and be the preliminary to a 
reorientation at the local level. In the latter connection the 
present sphere of activity of the Medical Officer of Health in 
occupational health could, with advantage, be enlarged and 
the possibility of some delegation of central functions to the 
local authorities is worthy of consideration. Short of this, 
there is a clear case for a closer link between the school 
health service. and the medical service provided for the 
entrant into factory employment, so ensuring a continuity 
and completeness in the medical care of scholar and juvenile. 


Tuberculosis 


My last reference will be to liaison as it affects the problem 
of tuberculosis. It is not often that one reads comments by 
public health medical officers on the working of the National 
Health Service without finding mention of problems in the 
control of tuberculosis. The experience of several authorities 
in the past few years has been that whilst the death rate from 
pulmonary tuberculosis has fallen steadily, the number of 
new cases notified has risen slightly. The question arises as 
to whether this represents a true increase in the incidence of 
the disease, suggestive of some falling off in the efficacy of 
preventive measures, or if it is an apparent increase due to 
the adoption of new diagnostic tests or even of a new attitude 
to “ notification.”” It would be most unfortunate if the 
advent of the new “‘ Chest Physician ” with the emphasis on 
general medicine were to be accompanied by a decreased 
interest in the control of tuberculosis by the consultant. The 
system of joint appointment has value as an integrating 
measure but experience in such matters as the prevention 
of spread of tuberculosis in schools inclines me to the view 
that it is upon the Medical Officer of Health himself that 
the community must immediately depend to see that the 
preventive drive is maintained. 

Much attention is being devoted to mass radiography and 
the figures relating to persons examined are impressive. 
Recently a change in the mode of deployment of certain units 
has been tried in some regions, and by concentrating on 
selected cases a better return for labour expended is being 
obtained. Apart from the cost a wide employment of mass 
radiography units to areas can only be undertaken at intervals 
and those whose main business is with prevention must have 
read® with no little concern that in one area, out of 227 cases 
referred specially to the unit and found to be tuberculous, no 
fewer than 125 were sputum-positive. Could it be that here 


- were 125 cases, potential disseminators of the disease, who 


could have been ascertained, without awaiting the tour of 
the radiography unit, had the sputum been examined ? 


I have mentioned rather cursorily, I am afraid, some of the 
matters which are of joint concern to the partners in the 
National Health Service. In referring to them my purpose 
has been to indicate the nature of the team work required 
in any integrated service and that the local authority has an 
important contribution to make. ? 

In this age, remarkable for technical developments and 
specialisation, there is a real need to maintain a perspective, 
to see health as an entity and the community as an entity. 
Surely this is where the influence of the experienced local 
authorities must count and where the Medical Officer of 
Health whose duty is to “inform himself respecting all 
matters affecting or likely to affect the public health” can 
make a most valuable contribution. 


(Table of references overleaf) 
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THE ANNUAL DINNER 


The Annual Dinner of the Society was held on Thursday, 
October 22nd, 1953, at the Piccadilly Hotel, London, W.1. 
The President, CHARLES METCALFE BROWN, M.D., D.P.H., 
Barrister-at-Law, with Mrs. Brown, received some 120 
members and guests, and took the chair. 


Speech by the Minister of Education 


The Rt. Hon. Miss FLORENCE HORSBRUGH, C.B.E., M.P., 
Minister of Education, proposing the toast of the Society, 
said : “‘ The first thing I want to say is how glad I am to be 
here to meet many of those with whom I worked for a 
number of years and who, I hope, I can look upon as my 
friends. I think we should agree about the importance of 
the close association between the School Health Service 
and the Public Health Service. A circular issued in 1907 
said that school hygiene cannot be divorced from home 
hygiene and this is bound up with the hygienic conditions of 
the community. It is in the home, in fact, that both the 


seeds and the fruit of public health are to be found. I can 
only say in all humility that if I had been Minister at that 


time I might have drafted it better, for I would have said 
that the seed could have been found and the fruit would 
fructify better ! It is no use a Minister being a purist. 
I had to inherit that extraordinary expression ‘ the bulge of 
the birthrate.’ This year we hear about the ‘ peak of the 
bulge,’ so I have given up any hope of speaking the English 
language. 

“You will be 100 years old in 1956, so that you are 98 
years old to-night. This is an association of Medical Officers 
of Health, School Medical Officers and School Dentists, 
and I am glad there is this Society because, surely, it is only 
wise and sensible to bring the people together who are work- 
ing for the same objective. On the whole, this close collabor- 
ation is very satisfactory and from my point of view is very 
nice. I look back to the days of 1939 when I was Parlia- 
mentary Secretary to the Minister of Health. I was glad 
that the Chief Medical Officer of that Ministry was also the 
C.M.O. of the Ministry of Education. So that I am still in 


the same family, and am glad, too, to think that Sir John - 


Charles is with us to-night and is looking after the two 
Ministries. 

“It is a good thing that, with few exceptions, the local 
Medical Officer of Health is also the Medical Officer for 
Education because it is quite obvious that we cannot keep 
the health of the children or anybody else in watertight 
compartments. I am glad of this because I am still working 
with those whom I knew in the years gone by in the Ministry 
of Health. I was particularly interested in those days in the 
babies, the maternal and child welfare clinics, and now as I 
go round the schools I see some of the babies whom I knew 
in those days; they are now under my care in the Ministry 
of Education. 

“* Your Society can look back to a most wonderful progress 
in the health of the people of this country and in the battle 
we have been waging against various ailments and diseases. 
If we compare the figures of 50 years ago with those now 
it only gives us a sense of smug satisfaction and it is better 
that we should take the point of view that we have made 
wonderful progress but that there are still lots of things to 
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be done. We have the inspiration of the fact that we have 
tackled a lot of these problems, so that we can go on to deal 
with those that we see to-day and will see in the years to come. 

“* We have got rid of a great many of the illnesses and 
ailments connected with malnutrition, we have a better 
standard of living, better housing, we know much more 
about nutritional values, we have milk and meals in schools, 
ahd all that sort of thing. We are making headway with 
tuberculosis of the bones and such diseases. I used to go to 
hospitals and see the children with arms or legs extended on 
splints. They were quite cheery and happy, but I know that 
with the advanced knowledge we have to-day we can now 
prevent a good deal of that. We can think of the wonderful 
results in the field of immunisation against diphtheria. 
When we started that campaign I addressed meetings here 
and there and I wondered whether we should see any results. 
I can assure you that I look at the figures to-day and am 
proud that I had the slightest part in the campaign which has 
proved so successful. 

““ When among the ailments of children in our schools I 
see the words ‘ impetigo ’ and ‘ scabies ’ { think of evacuation 
and all of us here who went through that time will agree with 
me that it was quite fortuitous that it was as successful as it 
was, because we knew the difficulties quite well. One heard 
the sort of conversation, ‘ How are your scabies ?’ and the 
reply, ‘ They are not quite so bad but our impetigoes are 
terrible.’ We took the children of this country and spread 
them out ; we saw them as individuals. Some of the things 
we saw were rather disappointing from the point of view of 
the statistics that we had had of the health of our children. 
We saw them then under extraordinary difficulties but we 
did see the individual child and we probably learned more 
about the individual child then than we had had the chance 
of learning for many a ‘long day. 

“You know of the difficulties we are up against now, and 
of the new problems that we have to tackle. We look to 
medical research to see how we can do it in other directions. 
You are thinking probably of poliomyelitis and other things 
which it is our job to conquer, so do not let us feel that we 
can relax in any way, but be inspired by what has been 
accomplished. How is it to be done? By increase of 
knowledge, from research, as in the industrial field. The 
technologists may tell us how things should be done but 
that is no use at all unless industry as a whole is studied 
sufficiently to carry out and experiment on the ideas which the 
technologists offer, and to-day with the help that our research 
councils can give us we can find out a great deal more. 
Those of you who have to see that it gets down to the indi- 
vidual have to interest those individuals and see that these 
thifigs are known. 

“ Looking back, I would say that one of the most mar- 
vellous jobs of education carried out by Medical Officers of 
Health was with regard to maternity and child welfare 
clinics. It was not simply how you got the mother, not 
merely the instructions you gave her, it was the knowledge 
which she realised was available to benefit her and her child 
and that if she went to the clinic she would be able to profit 
by that knowledge. Wonderful work has been done by the 
health visitors who carry instruction into the home. 

‘*T hope to see more and more education in our schools 
with regard to cleanliness and the benefit of clean habits, 
knowledge of how the body works and that it is a machine 
which has to be looked after, and if we can get the coopera- 
tion of the teachers in this I think we shall see a real advance. 
We have to advance. Do not let us have any idea that we 
can relax. As I said, it is an inspiration for going further on 
because as we progress we can look further to preventive 
work. Here I think an enormous amount can be done 
between the schools and the Public Health Service in order 
to see how we can go further with this work, dealing more 
with the individual child. 

‘* 1 am anxious to see that we have our special schools for 
the handicapped children because through research and 
knowledge we can help such children more than ever. 
There was one thing which worried me when I went to the 
Ministry of Education and that was the condition of the 
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School Dental Service. In 1948 there was the equivalent 
of 921 full-time dentists in the School Dental Service. The 
effect of the National Health Service as it came in was that 
when I took office in 1952 the number had dropped to 713. 
I had always been in favour of priority for mothers and 
children ; surely that is common sense. I am not an expert 
knowing about these things, but a glimmer of common sense 
tells me that it is better to look after the teeth of children 
and adolescents rather than spend the time providing 
dentures for people of 90 and over! If the job is done 
properly the next generation will not need dentures. Changes 
have been made and I have watched our Dental Service 
gradually improve. The last figures, which I got yesterday, 
show that in 1948 there was the equivalent of 921 full-time 
dentists. This figure had fallen to 713 when I took office 
and now it has risen to 928, the highest ever. That is 
nothing like high enough, but we are moving in the right 
direction and because I feel so strongly about this, in the Bill 
I introduced—the Miscellaneous Provisions Bill—I put in a 
clause to make it perfectly clear that it was a duty of the 
local education authorities to provide a school dental service ; 
this had never been done in any Act before. Of course, it is 
all to the good if parents take their children to dentists under 
the National Health Service. All our health arrangements 
should work together, they are complementary, but whatever 
happens I am going to try to build up our School Dental 
Service as a really first-class service. 

“ We have all got to work together and I am glad that the 
local education authorities are taking more and more advan- 
tage of hospital services, specialist facilities, diagnostic 
facilities, facilities for certain treatments. We have each to 
look after our own particular Service but we must work 
together because it is common sense to realise that the child 
or grown-up has to be healthy in the home, in the school, 
and in the community at large. I am often told the difficulty 
about children and influence and whether the influence of 
the school or the home is good and I have replied that we 
want each influence to be good, that the child’s mind does 
not work in watertight compartments. The child has the 
influence of the home, the influence of the school, and the 
influence of the whole community in which he moves and 
has his being. When people talk about the difficulty of 
delinquent children, I ask if the adult population is setting 
a better standard, with the children falling far below it. 
You cannot expect that the standard of the children will not 
be influenced by the standard of the adult population, and 
so with health. Health, as we know, does not stop at 
national boundaries. 

“I believe that cooperation is improving, and that we 
want more of it in the home and the school with the family 
doctor, the hospital, and all the rest. We have to bring all 
these people together to serve the one purpose so that we 
may each feel that we are not only looking after our particular 
corner and trying to make the best of it. No agency has 
done more than your Society of Medical Officers of Health 
in bringing about these close and friendly relations. I am 
glad that there have been these close and friendly relations 
with the Ministry of Education. We have profited by the 
advice and discussions we have had with you and as long as 
I am Minister of Education I want to see these contacts 
becoming closer and closer. We want your advice, we want 
to see you so that we may discuss problems with you, and 
we want you to realise, as I hope we do, that we are all 
working to see how we can improve in this country the whole 
man, the whole boy and girl. 

“Under the 1944 Act the Minister of Education has to 
see how we can develop for the community the spiritual, the 
moral, the mental, and the physical development of our 
children. That is what we want, and they all go together. 
In your work and our work in the schools we are all working 
together and I hope we shall continue to do so for what we 
feel is best for every boy and girl, every man and woman, 
and for the community as a whole. Because of that it gives 
me the greatest pleasure to be here to-night and it is a great 
pleasure for me to ask that you should drink to the health 
of the Society.” 
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The PRESIDENT, in reply, warmly thanked the Minister 
for her speech. Unfortunately, she had to leave immediately 
because of the tintinnabulation of the division bell. After 
Miss Horsbrugh’s departure, he continued : ‘‘ The Minister 
has reminded us that we are approaching our centenary and 
that this Society has a long record of public service. What 
is more, I think it has a vista of increasing public service. 
Recently, you will recall, we nearly changed our name. We 
had a warm, exciting and friendly discussion and in the end 
did nothing about it and we are still the Society of Medical 
Officers of Health. The Black Watch is not black and it does 
not watch, but it is a very famous regiment and nobody 
would dream of changing its name with its wonderful past 
and high traditions, and similarly, we value our traditions, 
our work, and the familiarity of our name—in short, we like 
the present title. We are separate and distinct from the 
British Medical Association but we share with them the 
general object of striving to achieve the highest possible level 
of medical practice. With them we have a community of 
interest in the interest of the community. Most of us are 
members of the Society and of the Association. We have a 
high regard each for the other. Sometimes the bigger sister 
has been known to help the smaller sister and sometimes the 
smaller sister has been known to kick the shins of the older 
sister, but these are just manifestations of sisterly regard. 
Woe betide those who may attempt to deal unjustly with one 
or the other, the sisters unite in mutual defence, and so it 
will 2lways be. 

‘* Our close relationship with the Ministry of Education is, 
of course, through the School Health Service and I am very 
glad to hear that the Minister is seized of the importance 
of the close relationship between the Health and Education 
Departments. Not only is it true to say that the Chief 
Medical Officer, Sir John Charles, is of both the Ministries 
of Health and Education, but the same applies in local 
authority areas. I had the amazing experience in one 
appointment to which I was appointed that the Medical 
Officer of Health was not the School Medical Officer. The 
Education Committee was about to appoint a separate 
School Medical Officer. Somebody approached them and 
said that the Medical Officer of Health should be appointed 
as School Medical Officer for the period of the war, so I was 
put on probation for one year and all was well. There are 
now only two or three places where the posts are not fused. 

“* I was delighted to hear the Minister’s views about health, 
particularly keeping in mind the statements made by some 
part of the profession with regard to health visitors. There 
has been considerable criticism and any criticism which arises 
can only be founded on a lack of knowledge. I have found 
myself, and many others, I am sure, have also, that the 
infant mortality rate of an area varies inversely as does the 
efficiency of the health visitor service. 

“There has been a recent tendency in the School Health 
Service to remove some of the functions to the Hospital 
Service ; indeed, there have been similar tendencies, as you 
know, elsewhere, and I have deplored the tendency to 
depend upon the consultants of the Regional Hospital Board 
for service in the School Health Department. I consider 
it extremely important that these consultants should in fact 
be members of the School Health Service. An orthopaedic 
surgeon knows how to put on a well-designed splint but 
when you have supported a child physically it needs a lot 
more support in other directions, educational, psychological, 
emotional. To my mind the help that the child requires can 
only be achieved by a team of people, the parents (and they 
should be paramount), the teachers, the school medical 
officers, and the consultants themselves. In other words, 
I think it is a mistake to divorce the consultant from the 
Service. 

“The Minister, I was glad to hear, does appreciate the 
importance of the School Dental Service. She has been 
under heavy pressure from another Association. There has 
been a suggestion that this work should be farmed out to 
private practitioners and I am delighted to know that she is 
opposed to that policy. The truth is that the School Dental 
rvice can and does carry out preventive service to the best 
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possible extent but private practitioners, with the best will 
in the world, cannot achieve the high level of preventive 
work that our dental officers can achieve. 

“The Minister has another serious problem and that is 
the problem of school buildings ; she has inherited a good 
many old ones. I do not know if any of you saw to-day’s 
Manchester Guardian in which was published photographs 
of conditions in some schools. The paper would have been 
abolished had these photographs been published 50 years 
ago; they were really very striking and I am glad that the 
Manchester Guardian has had the courage to publish them. 

“There is one other point to which I would like to refer 
with regard to the School Health Service and the Maternity 
and Child Welfare Service. To my mind there is remarkably 
little difference between the child of four and nine-twelfth 
years and the child of five and three-twelfth years, yet there 
is an extraordinary difference in our treatment of them, 
which brings us to the point of whether it would be better 
to have a Welfare Service which would deal with children 
throughout the pre-school and school years. Anyhow, both 
the Minister and her colleague the Minister of Health can 
be sure of the continued support of the Society.” 


“The Guests ” 


Dr. GrorGce F. BUCHAN, M.D., F.R.C.P., D.P.H. (Past- 
President and Member of Council, Society of Medical 
Officers of Health), proposed the toast of ‘‘ The Guests.” 
He said :— 

“‘ T have great pleasure in submitting this toast, and I am 
sorry that Miss Horsbrugh has disappeared to another place 
because I wanted to tell her that she is remembered in 
Canada as the champion of women’s rights, as I heard when 
I was in Canada a year or two after her visit there. She has 
left behind her Sir John Charles and Dr. Henderson, the 
Principal Medical Officer of the Ministry of Education, who 
gives her the best possible advice as to how to keep the child 
healthy. We all know Sir John, who used to be closely 
connected with the affairs of the Society, and that he is a 
man of great ability and sound judgment, who will never 
spare himself in the discharge of any task he undertakes. 
We can be sure that he will maintain the best traditions of his 
high office. 

““Shakespeare has said that there is a woman at the 
beginning of all great things ; that was before there was a 
chairman of the Central Midwives Board. In that capacity 
Mr. Arnold Walker has to see that every arrangement is 
made for the reception of newcomers to this planet. I have 
known Mr. Walker for many years and it would be difficult 
for me to speak too highly of him. He used to tell me in 
medical jargon what to do and it was my business as Medical 
Officer of Heelth to interpret it in simple language to the 
health committee of my Council. I do not think I am 
exaggerating when I say that between us we managed to 
establish a Maternity Service as good as any to be found 
anywhere.” 

Dr. Buchan went on to welcome Dr. Macrae, secretary 
of the B.M.A., in whose impartiality in occasional differences 
between G.P.s, M.O.H.s and consultants they had such 
confidence, Dr. Arthur Massey, C.M.O. of the Ministry 
of Pensions and National Insurance, for many years a wise 
councillor in the Society, and Dr. G. S. Wilson, director of 
the Public Health Laboratory Service, one of the undisputed 
successes of the National Health Service, due largely to his 
energy and ability. Dr. Maurice Williams was a welcome 
guest as chairman of the Royal Sanitary Institute’s council 
and also as a past-president of the Society and as a good 
companion. 'They were glad to see again Dr. J. E. Spence, 
formerly the honorary secretary of the North-Western 
Branch, where he was held in great esteem. 

He next referred to members of Parliament and of local 
authorities, notably Sir Fred Messer, M.P., chairman of the 
Central Health Services Council, Mrs. Evelyn Hill, M.p., 
Dr. Chadwick, chairman of the Manchester health com- 
mittee, and Sir George Mowbray, chairman of the County 
Councils Association. The representatives of the local 
authorities were also the representatives of the people, and 
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it was the people who had provided the National Health 
Service Act. Difficulties of co-ordination under that Act 
could be resolved if certain cardinal principles were observed. 
First and foremost ‘‘ he who paid the piper called the tune,” 
and he felt that elected representatives of tax- and rate- 
payers would have to take an increasing part in the adminis- 
tration of the Service. Moreover, doctors in the Service 
must practise both curative and preventive medicine in the 
interests of their patients and of the nation’s health. 

Sir GEORGE Mowsray said that he appreciated the oppor- 
tunity of responding on behalf of his fellow guests, who 
included so many ‘“‘ distinguished professionals.’’ He was 
delighted to see Dr. Metcalfe Brown so well restored to 
health. He had always tried to be generous in response to 
the requests which Dr. Brown put before a certain body of 
which they were both members. He associated himself 
with the Minister’s tribute to the Society. Although the 
endeavours of medical officers of health hid a setback in the 
loss of their hospitals, he did not believe that the local 
authorities should be debarred for ever from some participa- 
tion in the Hospital Service. Local authority administration 
was well designed for efficient and economical management, 
and the development of preventive services opened up a 
significant path for future progress. 

Mr. ARNOLD WALKER, C.B.E., F.R.C.S., F.R.C.0.G., also 
replied for the guests and expressed his thanks for the many 
occasions on which he had attended this annual occasion 
both as a guest of Dr. Buchan and of the Society. He 
supposed that he had had as much to do with the public 
health side of midwifery as any obstetrician and his education 
had béen at the hands of Dr. Buchan during their 17 
years of collaboration. He conveyed the greetings of the 
Central Midwives Board, whose relations with the Public 
Health Service had been so intimate and cordial ever since 
the 1902 Act. 

This concluded the formal part of the evening, but many 
members and guests continued conversations for some time 
before leaving the hotel. 


CORRESPONDENCE 
INDUSTRIAL MEDICINE 
To the Editor of Pustic HEALTH 

Sir,—It is surprising to read in Dr. Metcalfe Brown’s Presi- 
dential Address (October, 1953) that he considers that relatively 
few specialists in industrial medicine are needed. He divides 
industrial medicine into two distinct parts, diagnosis and treat- 
ment on the one hand, which he says is the job of the family 
doctor, and the prevention of injury and disease on the other, 
which he says is the duty of the public health service. He 
forgets that both these parts of industrial medicine call for 
expert knowledge. ‘The industrial medical officer diagnpses 
industrially caused diseases, and his preventive work is similarly 
of a specialised nature linked with his clinical observations. To 
refuse to recognise this is to hand industrial hygiene over to the 
lay inspectorate and engineering staff whose superior technical 
qualifications fit them better for the task. It is as though the 
public health service were run by the Sanitary (Public Health) 
Inspectors, the medical staff, having no public health qualifica- 
tion, being kept for the clinics, school medical service, etc. It 
should be absolutely axiomatic that in all matters where human 
health and safety are at stake the ultimate authority must lie in 
the hands of properly qualified medical practitioners. This means 
that far from requiring fewer specialist industrial medical officers 
the contrary is the case. Whether such a service should be 
part of a public health service or an independent service is 
another issue, but never let us deprecate the need to equip our- 
selves to be able to talk to inspectorate and management in their 
own language, to be able to tell them definitely whether their 
empirically devised schemes are in fact protecting health, and 
if not to be able to tell them positively what is required. 

Just as a medical officer of health is not content merely to 
diagnose and treat cases of typhoid, but must know how to purify 
water and dispose of sewage (even if other technicians actually 
do the job) so must the industrial medical officer equip him- 
self to be able to deal fully with all aspects of the problems 
affecting the health and happiness of the workers in his care. 

Yours faithfully, 
Geneva, Switzerland. W. Norman TayLor, M.D. 
October 24th, 1953 
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THE WORK, RECRUITMENT AND TRAINING OF 
HEALTH VISITORS 

The Council of the Society of Medical Officers of Health 
welcome the announcement that the Ministers of Health and 
Education and the Secretary of State for Scotland have 
appointed a Working Party to advise on the proper field of 
work and the recruitment and training of health visitors in 
the National Health Service and School Health Service, and 
the opportunity it affords them to state their views on the 
whole subject. Accordingly they beg to submit the following 
memorandum for the consideration of the Working Party and 
hope that they will be afforded the opportunity to give oral 
evidence in support and expansion of their views. 


(1) With the growing complexities and difficulties of 
modern life has come an increasing number of agencies to 
deal with the problems of individuals and of groups in our 
community. In this development there has been little or no 
planning, and various problems in turn have been dealt with 
by the creation of various types of social workers. Such 
empirical development is typical of the British way of life 
and has much to recommend it. It has led, however, to a 
certain amount of confusion, of overlapping, and wastage of 
effort and unfortunate competition for recruits in the various 
professional groups in the field of medico-social work. The 
time has come for a review of the whole position to try to 
secure as simple and as orderly a plan as possible for the 
organisation and administration of our social services. The 
time is certainly opportune to consider the position with 
regard to health visitors, their scope of work and remunera- 
tion. 


The History of Health Visiting 

(2) The origins of health-visiting are to be found in the 
19th-century concern for infant welfare. In a social evolution 
so gradual as has been this momentous development it is 
sometimes difficult to fix the exact dates. For many the 
beginnings are to be seen in Florence Nightingale’s pleas for 
‘* Household hygiene’ which she pressed forcefully and 
eloquently in her Notes on Nursing (1858) and which finally 
came in the Buckinghamshire Technical Education Scheme, 
1892. For others they are to be found in the pleadings of 
Thomas Turner, Senior Surgeon to the Manchester Royal 
Infirmary, which in 1852 brought the Manchester and Salford 
Sanitary Association into existence, followed in 1862 by the 
Manchester and Salford Ladies’ Sanitary Reform Associa- 
tion. From these shadowy beginnings progress was rapid in 
the last decades of the 19th and early part of the 20th cen- 
turies. Home visiting to teach the elements of mothercraft 
found an immediate affinity with the infant welfare centre 
movement which grew out of Pierre Budin, the Parisian 
obstetrician’s advocacy of the milk depot. The teaching of 
infant care, whether in the home or in the clinic, was seen to 
be part of the same process to be done by the same person. 
Thus launched, the work of the nurse in the social field 
expanded with each new appreciation of the social aspects 
of health and disease. Dr. Ballantyne’s teaching of the 
physiological aspects of pregnancy (1901) added the work of 
ante-natal care. Infant life protection and school nursing, 
which also grew out of independent movements in the early 
part of the century, were conveniently linked with the health 
visitor’s work, to be followed by the tuberculosis health 
visiting and more recently the social case work of venereal 
disease. Much of this has been founded upon legislation 
such as the Education Act, 1907, the Maternity and Child 
Welfare Act, 1918, and the Tuberculosis Act, 1921. Never- 
theless it is remarkable that no Act of Parliament required 
the appointment of health visitors until the National Health 
Service Act, 1946. 

(3) The National Health Service Act, which made health 
visiting a statutory service, has in effect extended it to 
encompass the whole family. It has also enlarged the scope 
of work to include a wider range of the social aspects of the 
disease by requiring that the health visitor shall give advice 
“‘to persons suffering from illness’ and less specifically 
through the operation of Section 28 in the ‘‘ arrangements 
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for the prevention of illness, the care of persons suffering 
from illness . . . or the after-care of such persons.”’ This 
is a culmination of a gradual evolution of medico-social work. 
The health visitor of 1953 must combine the work of a health 
adviser with parallel work of attending to the social factors 
upon which health and disease often depend. As the agent 
of the Medical Officer of Health, the ally of the family doctor 
and of the hospital, she is a medico-social worker playing a 
role of importance in the modern service of organised medical 
care. 

(4) A further point in the Act, and one which has an 
important bearing on the functions of a health visitor, is that 
for the first time it brings under the same employing authority 
—the Local Health Authority—health visitors, midwives and 
home nurses, and provides the Local Health Authority with 
the opportunity to develop these home services in a co- 
ordinated manner, with no overlapping of functions and 
therefore with the maximum of economy in the numbers of 
staff required. 

(5) The diminution in the numbers of unmarried women 
and widows between the ages of 15 and 45 who are available 
for work, which has been coincident with an increase in the 
demand for labour generally in many spheres, is reflected in 
a serious shortage of health visitors. In particular, the 
increased demand for nurses for the hospital service along 
with the development in the ancillary medical services has 
had an adverse effect on the numbers of nurses available for 
the health visiting service. In many areas the number 
available to carry on the service even on its present basis is 
only about 60°% of the approved establishment, apart from 
the expansion of the service which is urgently required. 

(6) In a consideration of the extended duties of the health 
visitor now envisaged under Sections 24 and 28 of the 
National Health Service Act, the Society are unanimously 
agreed that excessive specialisation must be avoided, and 
within certain limits and with certain modifications which 
will be referred to later, the health visitor should be an 
all-purpose visitor to the family as a whole and not a visitor 
dealing only with a particular age group or a particular type 
of patient. She should carry out health education and give 
advice on any medico-social problem, but be so trained and 
experienced as to recognise when a problem requires a 
specially trained worker for solution or the help of some 
agency, voluntary or statutory. Although an all-purpose 
visitor, she will, however, still exert her main influence 
through the mother of the family, and her primary function 
is still the education of the mother about herself and her 
children. It would be retrograde to develop her functions 
on the assumption that this aspect of her work was no longer 
of vital and fundamental importance. 

(7) For the sake of ease of exposition in this report the 
Society deal with the various aspects of the duties separately 
and discuss amendments and developments of these duties 
in the light of present-day circumstances. 


The Maternity and Child Welfare Service 


(8) This service is still the basically important part of the 
work of a health visitor. There is no doubt, however, that 
her duties in it should be reorientated in the light of present- 
day conditions and circumstances. It is generally agreed 
that it is during pregnancy that the mother is probably most 
readily influenced for good and is most receptive to advice 
and help from the health visitor. Although the health 
visitor does make contact with expectant mothers during her 
home visitation, the development of the maternity service 
under the National Health Service Act has led in some areas 
to diminution in attendances of mothers at Local Health 
Authority ante-natal clinics, and thereby the health visitor is 
having less opportunity for the education of the expectant 
mother. The Society feel that some arrangement should be 
made with the Regional Hospital Boards whereby health 
visitors should be associated with the teaching of mothercraft 
at the hospital ante-natal clinics. The introduction of the 
mother to the health visitor at this time would be particularly 
beneficial because she would come to understand the object 
of the visits of the health visitor to her home after the 
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confinement and the aims of the maternity and child welfare 
service in general. The health visitor is a trained health 
educator and it seems unnecessary that hospital authorities 
should train specially certain of their nursing staff to teach 
mothercraft. Where this does occur it appears to the Society 
to be a wastage of effort and personnel, but it is a fact that 
apart from certain of the larger teaching hospitals, in many 
areas little or no systematic teaching is being undertaken by 
the hospital authorities. A further advantage of this arrange- 
ment would be that whereas the contact which a sister in a 
hospital teaching mothercraft has with the mother is only 
during the ante-natal and lying-in period, the health visitor 
has continuing contact with the mother after the baby is born. 
The function of the health visitor at any ante-natal clinic 
should be that of health teacher, and midwives and others 
should carry out the routine supervision of the patients. 

(9) Great progress has been made in the saving of infant 
life and in the prevention of illness among young children. 
This progress has been achieved in no small measure by the 
constant contact of health visitors with the mothers of young 
families of all social classes and by the application through 
the help of the health visitor of better standards of nutrition 
and parentcraft. Health visitors must still be in a position 
to continue to influence all parents whatever their material 
circumstances. There are always young parents who need 
help and advice in the rearing of their families and education 
for parenthood should continue to be widely available. 
There are, however, still many families who present serious 
and difficult problems, both from the physical and mental 
points of view, and the health visitor should have time to 
give really intensive visitation to such families. Considera- 
- tion must be given to the necessity of securing that the health 
visitor has the maximum possible time available for the home 
visitation of these families who most require it. Accordingly, 
the work carried out at child welfare centres should be closely 
correlated with home visitation. Those mothers who attend 
the centre regularly require less home visitation, and a careful 
check should be kept by each health visitor with regard to the 
attendance of her mothers at the centre so that she can direct 
her home visits with the greatest effectiveness. A health 
visitor should attend the sessions to’which the mothers of her 
district come to give them the necessary advice and education, 
and to enable her to follow up at her home visits those 
children whose mothers have received special advice from 
the medical officer. The Society are of opinion that approxi- 
mately 30 mothers with their children is the maximum 
number which can be effectively interviewed by one health 
visitor at a child welfare session. 

(10) The health visitor should also hold group discussions 
with the mothers at the child welfare sessions. The im- 
portance of such group teaching cannot be overstressed, and 
reference will be made in the section of this report which 
deals with training of health visitors to the necessity of 
securing that the student health visitor receives adequate 
tuition and practical experience in teaching methods. 


The School Health Service 


(11) The work of health visitors in the school health 
service calls for special consideration. It will be recalled 
that Local Education Authorities have a statutory obligation 
to establish a school health service and to engage nurses for 
this purpose. ‘These nurses must hold the health visitors’ 
certificate unless they are engaged solely in a school clinic or 
on duties of a specialised nature or on full-time duties in 
boarding schools; or unless there is ‘‘ unavoidable lack of 
qualified nurses”’ or ‘‘in any other case if the Minister 
thinks fit."” The Society have expressed their view that the 
health visitor should be the all-purpose visitor to the family 
as a whole, including the children of school age. Schemes 
should be devised whereby a health visitor should be respon- 
sible for a certain number of schools and should co-ordinate 
the work of a team of trained nurses and others, all carrying 
out specific duties. 

(12) Health visitors with their interest in socio-medical 
matters should be engaged in the type of work for which 
they have undergone their extra training. The Nuffield 
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Report reveals that they feel some frustration when employed 
solely or largely on curative work which should be done by 
nurses without the extra qualification, or by assistant nurses, 
nurses’ assistants, clinic attendants, nursing orderlies, etc., 
working under their supervision. 

(13) It is of great importance that the work of the school 
health service should be co-ordinated with that of all other 
organisations for the welfare of children, the general prac- 
titioners, hospitals, chest clinics, voluntary bodies, and last, 
but not least, with the Children’s Department of the Local 
Authority, and the health visitor. is the one through whom 
such contacts can best be made. 

(14) The Society would like to make special mention of 
the important part which the health visitor/school nurse can 
play in health education of school children. Each should be 
trained to speak with understanding to individual teachers, 
parents and children during her visits to schools for periodic 
inspection or other purpoes, on her visits to homes or even 
at chance encounters in the street. She should also be 
prepared to help the child, parent or teacher on matters of 
sex hygiene when the need arises. Selected health visitors/ 
school nurses might be given additional training in health 
education for senior classes in schools or for large meetings, 
é.g., parent-teacher associations, courses for which have 
already been run by the Royal College of Nursing. 


The Tuberculosis Service 

(15) The radical changes in the organisation and control 
of the tuberculosis service brought about by the National 
Health Service Acts, with the coincidental development of 
new methods of treatment, have produced potentially and 
in some cases actually a dangerous gulf between the epi- 
demiological control of the disease on the one hand and the 
diagnosis and treatment of the individual case on the other. 
It has also been represented to the Society that there is 
ineffective co-ordination between the general social care of 
the patient, which is a Local Health Authority responsibility, 
and his medical care, which rests with the chest physician 
and the general practitioner. For the service to operate in 
the best interests of the patient there should be a free and 
constant flow of information and advice passing between the 
Medical Officer of Health, the general practitioner and the 
chest physician. The best way in which this close coopera- 
tion can be achieved is, in the Society’s view, through the 
health visitor. : 

(16) It is clear that a medico-social worker of the category 
of health visitor linked with the clinic activities is essential 
if the basic problems of prevention and control are to be 
tackled effectively. Adequate case reports dealing with the 
family, social and physical environment are needed, both by 
the epidemiologist and by the clinician, and the district 
health visitor is the logical person to compile such reports. 

(17) Though domiciliary non-medical services are the 
responsibility of the Local Health Authority, and financial 
and other assistance is available through government depart- 
ments and voluntary agencies, the clinician is necessarily 
closely concerned with their application in individual cases 
and he needs an ancillary worker to aid him in this aspect of 
his patient’s care. Similarly, the family doctor, who has a 
continuing responsibility for cases in their own homes, needs 
the assistance of an ancillary worker to inculcate methods of 
health education and to help and advise on matters of 
nutrition, financial and other forms of aid and the like. It 
seems logical that since there is a three-fold function of 
investigation, education and welfare applicable to the family 
in which tuberculous disease has occurred, the health visitor 
already playing her part both as to function and place is the 
best ancillary worker to carry out these duties. 

(18) It has been représented to the Society that the health 
visitor is inadequately acquainted. with the intricacies of 
social insurance, national assistance and welfare and rehabili- 
tation measures in their application to the tuberculous. If 
this is true of some areas, it nevertheless does not invalidate 
the argument. It suggests instead a need for the health 
visitor’s training to be revised in this respect in the light of 
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of other classes of handicapped persons, for example, the 
crippled, and it has long been the practice to instruct pupil 
midwives in the various grants and allowances available to the 
expectant mother through the National Insurance Acts. It 
is appreciated that from the narrow aspect of convenience, it 
would be advantageous to the chest physician to have a 
single all-purpose ancillary worker carrying out in the clinic 
nursing duties, receptionist work, socio-economic advisory 
functions and health education, and in the home the functions 
already discussed. But as the general pattern of development, 
such a proposal is impracticable, a fact which is borne out 
by the lack of similar developments in other fields of specialist 
activities, excepting possibly venereal disease. Here, too, 
the organisation and control are in a state of flux. It is 
imperative, in the view of the Society, that the approach to 
the problem of the further development of the tuberculosis 
service and therefore to the place of the health visitor in it 
should be through the family as the unit of society suffering 
from a disability which needs abatement and which must not 
be allowed to extend and involve other families. 

(19) It is considered that in general the best arrangement 
is for each health visitor to be primarily responsible for the 
supervision of the tuberculous case in its own home, for 
direct liaison with the family doctor and for reports relating 
to the home, whilst an individual health visitor is seconded to 
the chest clinic in liaison with the chest physician. Reports 
on home conditions and other points concerning the individual 
case can be discussed between her and the chest physician 
and subsequently dealt with either directly or through the 
district health visitor. This arrangement already operates in 
some areas and an analogous situation which is working well 
in some towns lies in the field of paediatrics, where the health 
visitor is seconded to the hospital paediatric service and 
forms an active liaison between it and the domiciliary work 
of the district health visitors. 

(20) Domiciliary nursing treatment of the tuberculous, 
including injection therapy, is the province of the district 
nurse and is already being carried out effectively by her. 
Equally, nursing treatment in hospital clinics is being carried 
out by hospital nursing staff and there is no logical reason 
why nursing care at artificial pneumothorax and other 
operative sessions, where these are of any magnitude, should 
not be provided from the associated hospital. 

(21) The Society are of the opinion that the health visitor 
is an important worker in the tuberculosis field and that she 
is best fitted to carry out at her own level the social welfare, 
education and liaison functions necessary for the control of 
the disease and the well-being of the patient. 


The General Practitioner Service 


(22) The establishment of the general practitioner service 
under the National Health Service Act has brought nearer 
realisation the possibility that practitioners can be family 
doctors in the true sense of the word. It also raises the 
question of the integration of the Local Health Authorities’ 
services with those of the general practitioner service. If the 
optimum result from the operation of these various services 
for the family is to be achieved, the work of the medico-social 
worker—the health visitor—should be so organised that she 
can act in unison with and as an active partner to the general 
practitioner. 

(23) It is important, however, that the practitioner should 
clearly understand the functions of a health visitor and her 
different responsibilities from those of a home nurse. He 
must be educated to be able to direct her special techniques to 
appropriate problems which may arise in his practice. Her 
time and energies must be properly used. This is one of the 
reasons why the training of medical students in preventive 
and social medicine is so vitally important. 

(24) Equally the health visitor should become personally 
acquainted with the practitioners to the families under her 
care and freely seek their help and advice whenever necessary. 
The health visitors should play their part in keeping general 
practitioners informed about the progress of their patients 
who are under special supervision for any reason, or, for 
example, where a child has been ascertained as a handicapped 
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pupil. General practitioners should be made aware of some 
focal point where they can immediately get into touch with 
a health visitor. The health centres envisaged by the Act are 
obviously ideal for this purpose, but until they become 
available Local Health Authority child welfare centres serve 
the purpose. General practitioners ought to be advised of 
the days and times of the various sessions held at those 
clinics, and given a clear indication as to when the health 
visitor is in attendance. Conferences of health visitors should 
be convened from time to time by medical officers at which 
general practitioners should be invited to attend. 

(25) Developments along these lines have already taken 
place in varying degrees in many places, particularly in 
relation to problems associated with the care of old people 
and the supervision of chronic sick awaiting admission to or 
recently discharged from hospital. Again with increasing 
awareness of the valuable social services provided by local 
authorities many practitioners are linking their obstetric 
work, through the health visitor, with the local authority 
maternity service. In some areas the clinic premises of the 
Local Health Authority have been made available to general 
practitioners at certain times to allow them to hold sessions 
for their own child welfare and ante-natal patients. At these 
sessions the health visitor and/or midwife are in attendance. 
Whatever the local arrangements for cooperation may be, 
the Society’s view is that cooperative arrangements should 
be developed with all speed. It must be clearly understood, 
however, that the health visitor’s duties are under the general 
direction and administrative control of the Medical Officer 
of Health, and that practitioners work with the health visitor 
on this basis. There is no doubt however that good co- 
operation between the health visitor and the general prac- 
titioner will produce greater efficiency in the work of both, 
which cannot fail to be reflected in improved services to the 
family and the community as a whole. This cooperation is 
in conformity with the practical intention of a modern health 
service, although the Society realise that its full implementa- 
tion will take time and patience. 

The Hospital Service 

(26) In order to try to effect as good cooperation as 
possible between the various health services the Society are 
of opinion that it is highly desirable to extend the duties of 
health visitors to hospitals. The philosophy behind such a 
policy is, of course, that the admission to hospital is only a 
temporary incident in a person’s life and his home back- 
ground should be known to the hospital staffs. Who better 
than the health visitor to convey this information and keep 
in touch with the patient during his stay in hospital and help 
him again on his return home? This is particularly true in the 
case of patients in maternity and in children’s hospitals. In 
a number of areas cooperative schemes are working most 
satisfactorily. Examples are the immediate follow-up of 
non-attenders from hospital ante-natal clinics, premature and 
weakly infants on discharge to their homes, and infants and 
children discharged from children’s hospitals when such 
visitation is required. In certain areas cooperative schemes 
with general hospitals for the follow-up of adult patients are 
also operating successfully. All this care and after-care work 
is, in the Society’s view, probably best carried out by special 
health visitors giving a certain proportion of their time to the 
visitation of hospitals. These health visitors should work in 
close cooperation with the district health visitors and finally 
pass the case to them. Local circumstances, however, will 
determine the particular local arrangements. The evidence 
from areas where health visitors are carrying out this work 
of cooperation with the hospitals is so encouraging that the 
Society are of opinion that such schemes of liaison should 
obtain everywhere. 

(27) Briefly the view of the Society is that the health visitor 
should be the basic medico-social worker, the health educator, 
and exponent of preventive medicine. She has access to all 
families through visits to expectant mothers, young children, 
school children at home and at school, the handicapped, and 
the aged. She should carry out her work mainly in the 
homes and should be so trained to be capable of being the 
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wise and skilled adviser to the family to help them to grow up 
happily. She should, however, also be able to recognise 
deviations from the normal, either physical or mental and to 
know when to call in more expert advice for any particular 
problem. If her work is planned on the lines indicated in 
this report she should be able to play an even more important 
part in the building up of good family life and in the preven- 
tion of breakdowns than she has in the past. With an 
increase in the effectiveness of her work should come a 
decrease in the numbers of other specialist workers now 
required—child psychologists, psychiatric social workers, 
staffs of Children’s Departments, and so on. She should 
know all the families in her district and have records of all 
the children, and should be the key worker in the co-ordina- 
tion of the Local Health Authority’s personal health services 
and the co-ordination of these services with those of the 
general practitioner and the hospital. 

(28) It is apparent that in many areas the case load of the 
health visitor is too heavy to enable her to carry out the 
duties presently expected of her, and expansion of her duties 
among the families will only be possible if her case load is 
reduced. The Society have given careful consideration to 
this important point, but feel that the whole question is so 
difficult and areas vary so much that more information than 
they have would be necessary to enable definite recom- 
mendations to be made. They are agreed that the case load 
should be considered on the number of families and not on 
the number of children basis, but they are of opinion that 
experimental investigation should be carried out in certain 
areas to secure reliable data on which recommendations can 
be made. 


Training of Health Visitors 


(29) The training of the health visitor has been evolved 
and adopted to meet a changing character of her work. The 
trained nurse was early in the field together with some 
midwives. As the movement grew, nursing became the pre- 
dominant basic qualification. In 1908 the first legislation 
was passed (London County Councils General Powers Act) 
making it necessary for all persons engaged in this work to 
have the training and qualification of a doctor, nurse or 
midwife, but this extended to London only. The earliest 
form of special training was the short course of the Bucking- 
hamshire Technical Education Committee (1892). This was 
followed in 1907 by a certificate of the Royal Sanitary 
Institute. Such training was by no means universal. In 
many instances, until 1910 or later, a sanitary inspector’s 
certificate of the Royal Sanitary Institute was preferred by 
many outstanding nurses who were most keen to equip 
themselves fully. In 1919, the year following the Maternity 
and Child Welfare Act which had given encouragement to 
the further development of health visiting, the Ministry of 
Health and the Board of Education jointly prescribed two 
alternative forms of special training (a) a two-year course for 
students with no previous special training, and (6) a one-year 
course for university graduates, fully trained nurses, and for 
those with three years’ previous public health nursing 
experience. In 1925 the Ministry of Health laid down the 
requirements of training which, with variations, have con- 
tinued until to-day, namely, statutory registration as a nurse, 
Part 1 Midwifery, and a post-registration course of the 
Health Visitor’s Certificate of the Royal Sanitary Institute. 

(30) It is apparent from this short history that the advan- 
tages of a background of nursing training in practice proved 
to be invaluable, and the Society have no doubt whatever that 
basically the health visitor should be a trained nurse. They are 
opposed to the opinion that she should be trained primarily 
as a social worker with only some nursing experience. The 
Society hold these views for the following reasons. 

(31) It is fundamentally important that the health visitor 
should be a mature person. Maturity is partly a product of 
personality and partly gained by training and experience. A 
training in nursing in itself conduces to this type of maturity. 
A further point of importance is that the work of a health 
visitor is intimate and personal, and she must gain good 
rapport with the individual or her audience in order to make 
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them receptive to her teaching and advice. The fact that she 
is primarily a nurse gives the public a feeling of trust and 
makes them more ready to accept her advice than if she was a 
lay person, however highly trained. A nurse during her 
training in hospital gains an understanding of human nature 
and the needs of patients at all ages which is invaluable to her 
in her career as a health visitor. The Society are of opinion, 
however, that the present length of time required to obtain 
State Registration in nursing is longer than is necessary for 
the basic training of a health visitor. The Society welcome 
the suggested training of two and a half years and hope 
that such courses may become operative in selected areas at 
an early date. 

(32) The Society are further agreed that a health visitor 
should have some training and experience in midwifery. In 
the present circumstances they recommend that candidates 
for the health visitor’s training should continue to be 
required to have the first part of the Central Midwives Board 
Certificate. They feel, however, that consideration should 
be given to the possibility that the last six months of the 
two and a half years’ basic training be devoted to this 
midwifery training. 

(33) With regard to the vocational training, the extension 
of the duties of a health visitor and their reorientation in the 
light of present-day conditions as outlined above implies 
reconsideration and revision of the syllabus for the training 
of health visitors. The Society are particularly concerned to 
secure that the following subjects are dealt with adequately. 

(34) Since the chief function of a health visitor is health 
education, it is essential that she should be given adequate 
training in simple methods of exposition and _ sufficient 
practice under guidance in order that she gains the necessary 
experience and confidence to carry out her work successfully. 
The Society are of opinion that at present the time allocated 
to such training is insufficient. The aim of such teaching, 
however, should not be to try to make all health visitors first- 
class teachers and lecturers—only certain persons have a real 
aptitude for teaching and wish to specialise in this aspect of 
the work—but rather to secure that all are reasonably 
competent to carry out good health education of individuals 
and small groups. Reference has been made earlier in this 
report to the desirability of post-graduate training in teaching 
methods to equip selected health visitors to undertake health 
teaching in schools and to other special groups. The teaching 
should be largely by tutorials, practice talks and group dis- 
cussions rather than by formal teaching of academic methods. 

(35) More and more the public health depends on proper 
attitudes and emotional reactions of individuals. Nervous 
and emotional illnesses are increasing steadily and it is 
evident that many individuals and families are in need of 
wise counsel and advice. The health visitor through her 
contact with the home and in particular through her close 
association with the mothers and children in the community 
is obviously in a key position to help to build up normal 
family life. She must be properly equipped to carry out this 
difficult work. It is much more difficult to give advice to an 
individual about his behaviour and his emotional actions than 
it is to advise him about his physical health. Prejudices may 
have to be attacked. Progress in the field of mental hygiene 
will largely depend on the ability of the health visitor to 
influence individuals. Much more time must be devoted to 
giving her some knowledge of the sciences of human beha- 
viour. She should receive instruction in the psychology of 
child development, mother-child relationships, human 
relations, and mental adjustment. Lectures and group 
discussions are both essential, and every endeavour should be 
made to train her in interviewing techniques and in the 
observations of normal children and their behaviour reactions 
and of children at child guidance clinics. 

(35) Reference has been made earlier in the report to the 
Society’s view that a health visitor, particularly working in the 
field of tuberculosis, should be adequately trained in social 
economics. She should have a thorough knowledge of the 
various agencies, social and financial, statutory and voluntary, 
whose help might be required in any particular case. 
Although this training is essential to fit her to carry out her 
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work in the tuberculosis field, it is also necessary to enable 
her to tackle adequately any problem which may arise in the 
family. For example, the preliminary investigation and 
estimation of the needs of an aged person fall naturally to the 
health visitor in the course of her daily routine work, and her 
responsibility here is to assess the case and be able to direct 
the person to the appropriate agency or agencies for the 
necessary help. 

(37) Since she should be the skilled medico-social investi- 
gator as well as the skilled health educator, the health visitor 
should have adequate experience in case work. In the 
Society’s view, insufficient time has been allocated for such 
instruction and practical experience. A good report is an 
essential for the solution of the individual or family problem. 

(38) Finally, since many of the difficulties which are arising 
in family life are due to mismanagement of the family budget 
by the parents, the Society wish to emphasise the importance 
of securing that the health visitor in her training acquires 
good practical knowledge of budgeting and household 
management to enable her advice to be of real practical value 
to the mother. 

(39) It is evident that reconsideration of the syllabus is 
necessary and this will probably lead to a lengthening of the 
duration of the course, which again raises the question of the 
basic training and experience necessary for the nurse before 
the specialised training is taken. How best this training and 
experience can be integrated with the vocational training is a 
matter for detailed consideration and discussion with the 
various interested bodies. On this whole question of 
training, most significant to the future of health visiting and, 
indeed, to that of all social work, the Society propose to 
submit further evidence. 


Recruitment 


(40) The present position with regard to the establish- 
ments of health visitors at present employed by Local Health 
Authorities and the diminishing number of recruits to the 
service is a matter of grave concern. It is the Society’s view 
that expansion of the service is necessary and that immediate 
steps should be taken to secure additional recruits, and the 
Society are of opinion that if the following points were 
considered carefully and implemented, stimulation to 
recruitment would follow. 

(41) The first and most important point is the question of 
remuneration, and the Society cannot avoid commenting 
thereon. So long as the career of a ward sister, that is, a 
nurse in the curative field, is considered more important than 
that of a nurse in the field of prevention, with a consequent 
difference in remuneration, so long will it continue to be 
impossible to secure for the health visiting service the 
numbers of recruits which are essential if the health of our 
people and of our society is to be improved. The salary scale 
award to the health visitor was simply a reflection of the 
attitude to preventive medicine in general. The health 
visitor is the key worker in the personal health service and 
recognition of this fact must be reflected in a reconsideration 
of her remuneration. The higher qualifications which she 
must hold entitle her to receive a salary considerably higher 
than that of a ward sister. 

(42) Apart from this basic question of remuneration, 
however, there are other factors which, in the Society’s view, 
are militating against recruitment to the service. One is that 
within the service there is far less chance of promotion and 
further specialisation than there is for a ward sister in the 
hospital service. The.number of posts of Superintendents and 
Assistant Superintendents is very limited and the Society 
feel that additional posts carrying added responsibilities and 
accordingly higher salary scales should be available within 
the service. Reference has already been made in the report 
to the desirability of post-graduate specialisation in teaching 
methods. A further point of importance, and one which 
should be explored, is that the salary scales for health visitors 
might provide for one or two long-service increments after 
a specified period of service at the maximum of the scale in 
recognition of the value of a health visitor of long experience. 

(43) Further, the Society are of opinion that another factor 
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which may be militating against recruitment is that the 
career of health visiting is not brought sufficiently to the 
notice of the public, and in particular to girls leaving school, 
as a career in itself. When the career of nursing is being 
discussed, it is sick nursing that is always thought of, and it is 
a minority of girls who enter nursing with the object of 
equipping themselves to become a health visitor. It is 
usually only during her training or some time after that a girl 
makes up her mind to take up this branch of nursing, and the 
very one who would make an admirable health visitor may be 
the very one who is dissuaded from entering the nursing 
profession because she does not wish to spend her life nursing 
the sick. A further point of importance is that many of the 
training schools for health visitors have an age entry of not 
less than 24-25 years, and preference is usually given to 
candidates with a number of years’ nursing experience after 
their State Registration. Is it not possible that some good 
students are being lost to the service because of these factors? 
Girls who would do well as health visitors may not be par- 
ticularly interested in sick nursing and may decide against 
taking up nursing as a career because they think of it mainly 
as sick nursing and do not know about health visiting. 

(44) Further, it would appear that serious consideration 
must be given as to whether it is essential that health visitors 
on qualification should be mature in years. It is usually 
argued that to be effective a health visitor must be mature and 
experienced; otherwise she does not have effective influence 
on the families. But it is after obtaining the health visitor’s 
qualification that she gains the best experience, and it should 
be possible to devise conditions of service where newly 
qualified health visitors are given for a period less responsible 
work and carry out their work under the guidance of an 
experienced health visitor. In other allied professions it is 
found possible to launch people as early as 21, and surely 
consideration must be given as to whether it would be 
possible to do this in the career of health visiting. The 
number of young women available in the country for the 
professions and occupations is becoming increasingly 
smaller, and if the policy of recruiting only girls, say, after 
the age of 25 is persisted in, then the health visiting service 
will suffer. 

(45) It is equally necessary to consider the upper age limit 
for admission to training as a health visitor. Again, the 
diminishing number of women available for work has to be 


. recognised, and it may well be that training schemes and 


conditions of service will have to be devised to enable 
married women whose families are grown up and need less 
of their attention to come back into the nursing field and 
train as health visitors, or even to start this career de novo. 
Conditions are changing so rapidly that it may not be 
possible for the presently recognised avenues of recruitment 
to continue to be the only possible way of maintaining and 
developing the personnel of the service. 


BOOK REVIEW 


A Dictionary of Midwifery and Public Health. By G. B. 
CARTER, B.SC. (ECON.), S.R.N., S.C.M., M.T.D., and G. H. 
Dopps, M.D., F.R.C.S., F-R.C.0.G.,  (Pp.686. Price 25s. 
net). London: Faber & Faber. 1953. 

This book contains more than its title would indicate. It 
is no mere dictionary of ‘‘ terms proper to a subject "’ but 
contains many explanations and discourses of a length which 
would justify retention of the name encyclopaedia borne by 
the original edition. The major portion of the book (540 pages) 
is devoted to midwifery and relevant anatomical and medical 
subjects. Public health and administration are dealt with in 
a separate section of 130 pages. A minor criticism is the 
occasional difficulty of knowing in which section to search 
for a subject and it might have been easier for the reader 
if the two sections had been combined. 

The authors are to be commended for the thoroughness and 
clarity with which information is presented and for the broad 
vision which recognises the need for the midwife to know 
the ‘‘ social aspects of parenthood '’ and the provisions made 
by *the community to deal with social questions. Though 
primarily intended for the midwife and the midwife teacher, 
this dictionary has a far wider scope. 
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THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 


Notice of Annual General Meeting and Annual Reports of the Council, the Honorary Treasurer and the 
Editor of “ Public Health,” together with the Balance Sheet and Income and Expenditure Account, for 
presentation to the Annual General Meeting, December roth, 1953, at 5.30 p.m. 


ANNUAL GENERAL MEETING 


Notice is hereby given that the Annual General Meeting of 
the Society. will be held at Tavistock House, Tavistock Square, 
London, W.C.1, on Thursday, December 10th, 1953, at 5.30 p.m. 


AGENDA 
1. Minutes. 
2. Correspondence. 

. To receive the Annual Reports of the Council, the Honorary 
‘Treasurer and the Editor of PusLic HEALTH for the Session 1952- 
53 ; and to adopt the Balance Sheet and Incomé and Expenditure 
Accounts for the year ended September 30th, 1953. 

4. To authorise the Council to appoint the Auditors for the 
Session 1953-54. 
5. Election of Fellows (list of candidates enclosed with this 
issue of PuBLic HEALTH). 
6. Nominations for the next election. 
7. Election of Life Members as follows :— 
Mi Branch 
Dr. W. Taylor, formerly C.M.O.H., Shropshire C.C., 
joined the Society 1922. 
Home Counties Branch 
Dr. C. Leonard Williams, formerly M.O.H., Barking 
M.B., joined the Society 1921. é 
Dr. H. C. Jennings, formerly C.M.O.H., Oxford C.C., 
joined the Society 1921. 
North-Western Branch 
Dr. W. M. Frazer, formerly M.O.H., Liverpool C.B., 
joined the Society 1923. . 
Dr. L. Wilson Evans, formerly M.O.H., North Salop 
Comb. Dists., joined the Society 1923, 
Metropolitan Branch 
Dr. G. H. Dart, formerly M.O.H., Hackney Met. B., 
joined the Society 1914. 
By Order, 
S. R. Brace, 
November \st, 1953. Administrative Officer. 


ANNUAL REPORT OF THE COUNCIL, 1952-53 


During the past session 145 Fellows and five Associates have 
been elected to membership. This very satisfactory addition to 
the strength was largely the result of the efforts of the Branch 
and Group Officers and of the Central Office Staff. 

Eighty-nine resignations were accepted during the session, but 
it was possible to retain the names on the register of 13 members 
who had retired from active practice, but who had subscribed to 
the Society for 30 years, by their election to fully paid Life 
Membership, under Article 12 of the Articles of Association. 


Deaths 


The Society mourns the death, during the session, of the 
following 29 members :— 

Dr. Thomas Adam (formerly C.M.O.H., Stirlingshire), 

Dr. G. N. Anderson (formerly Dep. S.M.O. and Sen. 
A.M.O., Staffs C.C.). 

Dr. Dunstan Brewer (formerly M.O.H., Swindon M.B.). 

Dr. Robert Cattley (formerly M.O.H., York C.B.). 

Dr. Robert V. Clark (formerly M.O.H., Manchester C.B.). 

Dr. Donald M. Connan (M.O.H., Bermondsey Met. B.). 

Corfield (Chief Medical Officer, Kuwait Oil 

o., Ltd.). 

Dr. James A. Cuthbert (M.O.H., Dundee). 

Lieut.-Col. Charles L. Day. 

Dr. Albert Forster (M.O.H., Chester-le-Street U.D. & R.D. ; 
A.C.M.O.H., Durham C.C.). 

Dr. Walter Garstang (formerly M.O.H., Hucknall U.D.). 

Dr. John Guy (formerly M.O.H., City of Edinburgh). 

Dr. Owen Cecil Hamilton-Jones (Asst. C.M.O.H., Norfolk). 

Dr. James C. Johnston (Dist. M.O.H. and A.C.M.O.H., 
Norfolk C.C.). 

Dr. Atam P. Kalra (M.O.H., Braintree, Witham and Dunmow, 
and A.C.M.O.H., Essex C.C.). - 

Dr. Percy W. Kent (formerly M.O.H., Barry U.D. and Port). 

Dr. James A. Kerr (M.O.H., Grimsby C.B. and Port). 

Dr. Edward R. F. Mason (formerly M.O.H., Gomersal U.D.). 

Dr. Ian Earle McCracken (Dept. of Public Health, London 
School of Hygiene and Tropical Medicine). 


Dr. Rosemary O. Morris (A.C.M.O. and S.M.O., 
Caernarvon), 

Brig. G. S. Parkinson (formerly Dean, London School of 
Hygiene and Tropical Medicine). 

Porter (formerly M.O.H., St. Marylebone 

et. B.). 

Dr. E. Goodwin Rawlinson (Dean Director Bact. and Path., 
Royal Institute of Public Health and Hygiene). 

SS (formerly C.M.O.H., Monmouth- 
shire 


Dr. Edith Shannon (A.M.O.H., Middx C.C.). 

Dr. Charles N. Smith (formerly School Medical Inspector, 
W. Riding C.C.), 

Dr. John Stokoe (M.O.H., Scarborough M.B. and R.D. ; 
M.O.H., Scalby U.D. ; Dist. M.O., No. 10 Dist. 
N.R.C.C. ; S.M.O., Scarborough Div. Ex.), 

et res T. Talent (formerly M.O.H., Ashton-under-Lyme 


-B.). 
Dr. Claude Tangye (formerly C.M.O.H., Wiltshire). 


Present Strength and Recruitment 


Allowing for the above additions and losses, the strength of 
the Society at September 30th, 1953, was made up as follows :— 
Honorary Fellows 17 

Subscribing Fellows 
Associates 
Fully-paid Life Members 


The total at September 30th, 1952, was 2,130, so that there 
has been a net increase of 32 members during the session under 
review. 


Meetings Held During the Session 

The Council held four meetings during the year, all in London 
on October 24th, 1952, February 20th, May 22nd and September 
18th, 1953. The General Purposes Committee met in London 
on September 12th, 1952, and April 17th, 1953, and in Cardiff 
on July 10th, 1953. 

Dr. Andrew Topping was installed as President of the Society 
by his predecessor, Dr. W. G. Clark, at the London School of 
Hygiene and Tropical Medicine, on September 18th, 1952. Dr. 
Topping’s Presidential Address, ‘‘ Prevention—Medical and 
Economic,” was published in the November, 1952, issue of the 
Journal. 

Other Ordinary Meetings were held on October 24th, 1952, 
February 20th, April 17th and May 22nd, 1953. By special 
arrangement a further meeting was held on September 17th, 
1953, for the installation of Dr. C. Metcalfe Brown as President 
for the Session 1953-54, September 17th was also the occasion 
of an Extraordinary Meeting of the Society at which was con- 
sidered the Proposal to change its name to the “ Society of 
Preventive Medicine.”” The Proposal was defeated by a large 
majority and the name therefore remains ‘‘ The Society of Medical . 
Officers of Health.” 


Membership of Council 


The membership of the Council for the session was as follows :— 
Ex officio Members.—President: Dr. Andrew ‘Topping ; 
Chairman of Council : Dr. J,.M. Gibson ; Vice-Presidents : Prof. 
R. H. Parry, Drs. H. C. Maurice Williams and W. G. Clark ; 
Hon. Treasurer : Dr. James Fenton. 

Elected Members.—Met. Branch—Drs. W. H. Bradley, F. R. 
Waldron and F. M. Day ; Scottish Branch—Dr. A. G. Reekie ; 
Welsh Branch—Dr. R. T. Bevan ; E.A. Branch—Dr. T. Ruddock 
West ; H.C. Branch—Drs. J. Maddison, F. G. Brown and C. E. 
Herington ; Mid. Branch—Drs. W. Alcock and T. M. Clayton ; 
E. Mid. Branch—Dr. J. A. Stirling ; N. Branch—Dr. A. S. 
Hebblethwaite ; N.I. Branch—Dr. J. B. McKinney ; N.W. 
Branch—Drs. J. Yule and J. S. G. Burnett ; S. Branch—Dr. 
E. J. Gordon Wallace ; W.E. Branch—Dr. R. H. G. H. Denham ; 
Yorks Branch—Dr. H. L. Settle ; C.B. M.O.H. Group—Dr. 
W. S. Walton ; County M.O.H. Group—Dr. H. K. Cowan ; 
C.D. Group—Drs. G. H. Pringle, J. H. Hudson and J. D. 
Kershaw ; T.B. Group—Drs. C. K. Cullen and R. M. Orpwood ; 
S.H.S. Group—Drs. H. M. Cohen, J. B. S. Morgan and A. A. E. 
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Newth ; M. & C.W. Group—Drs. Miriam Florentin, Ann Mower 
White and Kathleen M. Hart ; Sc. C.H. Group—Dr. Nora I. 
Wattie ; Fever Group—Dr. M. Mitman ; D.O. Group—Mr. 
J. F. A. Smyth, L.p.s. ; Services Group—Drs. D. Chalke, 
F. A. Belam and Maj. -Gen. T. Youn, 

Co-opted Members (Elected virticle 19 (d)).—Prof. C. 
Fraser Brockington, Drs. C. Metcalfe Brown and Hugh Paul. 
(Elected tinder Article 19 (e) ).—Drs. F. Gray and W. Woolley. 
(Elected under Article 19 (f)).—Dr. George Buchan, Sir John 
Charles, Sir Allen Daley and Prof. G. S. Wilson. 


Important Matters Dealt with During the Session 

Medical Manpower During Wartime.—The Constitution and 
Composition of the various Area Medical Recruitment Com- 
mittees was agreed with the Ministry of Health and the various 
Local Authority Associations. These Committees are now 
functioning in each Regional Area. 

Training of Health Visitors.—A special Sub-Committee, under 
the Chairmanship of Dr. Nora I. Wattie, has met on a number 
of occasions during the year and a document has been agreed 
for presentation to the Working Party which has been set up by 
the Ministry of Health. This document is set out in the current 
issue of the Journal. 

Diploma in Public Health—A Sub-Committee has been con- 
sidering the question of recruitment to the Public Health Service 
and the method and content of the Training Course for the 
Diploma in Public Health. Prof. R. H. Parry was originally 
elected Chairman of this Committee, but, owing to ill-health, 
he had to withdraw from membership of the Committee and Dr. 
C. Fraser Brockington was elected Chairman in his stead. 

This Sub-Committee has almost completed its discussions and 
a document will be submitted to Council early in the new session. 

Health, Welfare and Safety in Non-Industrial Employment.— 
Details of the Home Office proposals for legislation with respect 
to those places of employment considered by the Gower Com- 
mittee were received for comment by the Society and a Sub- 
Committee was formed to prepare a report for submission to 
the Home Office. Here again a full report will be ready for 
consideration early in the new session. 

Employment of Older Men and Women.—The Society was asked 
by the National Advisory Committee which had been set up by 
the Ministry of Labour and National Service, to prepare a 
document for consideration by the Committee. Dr. W. G. Clark 
prepared a draft memorandum which was subsequently adopted 
by the Council and forwarded to the Ministry of Labour and to 
the British Medical Association. 

Slaughter of Horses.—On the invitation of a Special Committee 
of Enquiry into the Slaughter of Horses, set up by the Ministry 
of Food, the Society submitted a memorandum of evidence. 

Adoption of Children —A Memorandum of Evidence was sub- 
mitted to the Interdepartmental Committee and representatives 
of the Society subsequently gave oral evidence in its support. 

Occupational Health Services—During the year a Sub- 
Committee was set up to reconsider the Society’s memorandum 
of evidence to the Dale Committee and to make comments on 
any document setting out the British Medical Association’s 
policy in this matter. The Committee has considered the British 
Medical Association document and its recommendations were 
adopted by Council and forwarded to the British Medical Associa- 
tion. The other work of the Committee will continue during the 
forthcoming session. 

School Health Service and Handicapped Pupils Regulations.— 
The Ministry of Education submitted, for the Society’s comments, 
its proposals for amended School Health Service and Handicapped 
Pupils Regulations. The School Health Service and the Dental 

cers’ Groups considered the matter and comments were for- 
warded to the Ministry. 

Cost of the National Health Service-——During the year the 
Ministry of Health has set up a Committee of Enquiry into the 
Cost of the National Health Service, and an invitation was 
extended to the Society to submit evidence on matters within 
the Terms of Reference of the Committee. A special Sub- 
Committee, under the Chairmanship of Dr. C. Metcalfe Brown, 
was formed to deal with the preparation of this evidence and their 
recommendations will be before the Council during the forth- 
coming session. 

Rehabilitation of Disabled Persons.—Following an invitation 
from the Ministry of Labour and National Service the Society 
is in process of preparing evidence for submission to the Com- 
mittee of Enquiry on the Rehabilitation of Disabled Persons. 

Notification of Infectious Disease.-—During the session a deputa- 
tion from the Society discussed with officers of the Ministry of 
Health the question of suggested amendments to the list of 
notifiable 
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Fluoridation of Water Supplies.—The Dental Officers’ Group 
of the Society has given much attention during the session to 
the question of fluoridation of water supplies. 

Among other matters considered by the Council during the 
session were : Medical Reports on Entrants to Training Colleges ; 
Evacuation of School Children ; Health Control at Airports ; 
B.D.A. Proposals on the Priority Dental Services ; the Abolition 
of the Fever Register ; the revision of its own size and constitu- 
tion ; B.C.G. Vaccination ; Slaughter-houses ; School Ophthal- 
mic Service; Tuberculosis Regulations; Distribution of 
Transferable "Deaths ; ; Children with Defective Hearing ; 

Accommodation for Medical Inspections in Schools ; Prescription 
Fees for Lymph ; Civil Defence ; Prevention of Food Poisoning 
in School Canteens ; Provisions of the Industrial Injuries Act ; 
Publication of T.B. Notification Statistics ; Cancer Education ; 
Notification of Leprosy. 

Standing Committee for Food Matters.—In addition to the above 
matters the Standing Committee for Food Matters has dealt 
with several enquiries from the Ministry of Food during the year 
and is continuing to give great assistance to the Council in carrying 
out its duties. 


Finances of the Society 

A special Sub-Committee has been set up to consider the 
staffing of the Central Office and the finances of the Society. 
This Committee’s recommendations will be before the meeting 
of the General Purposes Committee early in the forthcoming 
session. 


Staffing of the Central Office 

Owing to increasing commitments with the Medical Officer, 
Mr. G. L. C. Elliston was unable to give to the Society the amount 
of time which he had promised to give when the question of 
staffing was formerly under consideration, and informed the 
Council that he would not be able to be present at the offices of 
the Society other than for meetings, conferences, etc. It was 
decided, therefore, that Mr. Elliston be appointed to the nominal 
position of Secretary of the Society and that Mr. S. R. Bragg, 
formerly Assistant Secretary, be appointed to a post designated 
as Administrative Officer, responsible to the Council for the 
administration of the Central Office and for the correspondence 
of the Society. In this connection the Committee which is con- 
sidering the finances of the Society is also considering the question 
of the appointment of a part-time medical secretary, if and when 
Mr. Elliston is no longer able to continue to assist the Society. 


Dr. James Fenton 

Dr. James Fenton, who has been Hon. Treasurer of the Society 
for a number of years, has decided to relinquish the position, and 
Dr. C. E. E. Herington has been appointed Hon. Treasurer in 
his place. Dr. Fenton has served the Council of the Society in 
many ways over the years, and the Society is glad to know that, 
in spite of giving up the Treasurership Dr. Fenton will continue 
to be a member of the Council. 


Retiring President 

Dr. Andrew Topping, the retiring President, has helped the 
Council in many ways during the past session. "The Society can 
congratulate itself upon nominating for the presidency a man of 
Dr. Topping’s ability and experience. 


Other Changes 

The Council wishes to place on record its thanks to those . 
members who have served so well during the session under 
review, particularly those who, owing to the annual reconstitution 
of the Council, have not continued as members during the Session 
1953-54, They are : Drs. W. H. a M. Hart, J. D. 
Kershaw, J. B. S. Morgan and Prof. R. H. Parry. 


REPORT OF THE HONORARY TREASURER 
I beg to submit the Audited Accounts of the Society for the 

year ended September 30th, 1953. It will be seen that the state- 

ment for the year under review shows a reduction in the excess 

of Expenditure over Income of approximately £100. An analysis 

of the figures shows that the actual improvement in the net cost- 
of the administration of the Society’s affairs is not fully shown 

by the figures in the Income and Expenditure Account. The 

figures for the last six months of the year show a considerable 

improvement over those for the first six months of the year. 


Expenditure 

‘A. Premises.—There has been a saving of approximately £87 
on the cost of Rent and Rates, following the Society’s successful 
appeal against the assesment for rating by the Valuation Officer. 


(Continued on page 50) 
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(CoMPANY LIMITED By GUARANTEE) 


BALANCE SHEET 


At 80th September, 1953 


2,374 


SPECIAL Funps— 
Mr. Berridge’s Bequest 
Dr. Neech’s Gift 


ACCUMULATED INCOME— 
Balance, 30th September, 
1952 
Less Excess of Expendi- 
ture over Income for 
the year ended 30th 
September, 1953 ; 


Less Gift to Miss Scotch- 
ford (final payment) ... 


NEECH PRIzE— 
Accumulated Income : © 
Balance 30th September, 
Add Income for year 


CurRRENT LIABILITIES— 

Bank Overdraft 

Sundry Creditors 

Journal Subscriptions (un- 
expired) ... 


657 4 5 
473 6 8 


40 0 0 


Cecit Herincton, Hon. Treasurer. 


S. R. Brace, Administrative Officer. 


1,170 11 


1 


£9,879 0 3 


INVESTMENTS AT CostT— 
£650 34% War Loan Pee 
£320 16s. 7d. 23% Con- 


solidated Stock .. 
£500 34% Conversion Stock 
£500 Birmingham 3°, Stock 
1956-58 ... 
£4,744 17s. Od. 3°, Savings 
Bonds 1960-70 ... 
£1,500 3% Savings Bonds 
1965-75... 
£524 2s, 10d. Brit. Elec. 3% 
Stock 1965-75... 


Market VALUE— 
30th September, 1952 
30th September, 1953 


FURNITURE AND OFFICE 
EQuiPpMENT— 

Valuation 30th June, 1948, 
plus additions at cost . 
Less Depreciation and 

amounts written off ... 


‘STATIONERY STOCK AT CosT 


Sunpry DEptors AND Pay- 
MENTS IN ADVANCE sie 


CasH BALANCES— 
Cash in hand 


659 9 


250 0 
511 13 


509 9 
4,744 17 
1,500 0 

0 


£11,792 


£9,879 0 3 


REPORT OF THE AUDITORS TO THE MEMBERS OF THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 


We have obtained all the information and explanations which, to the best of our knowledge and belief, were necessary for the 
purpose of our audit. In our opinion, proper books of account have been kept by the Society so far as appears from our examination of 
those books. We have examined the above Balance Sheet and annexed Income and Expenditure Account which are in agreement with 
the books of account. In our opinion, and to the best of our information and according to the explanations given to us, the said accounts 
give the information required by the Companies Act, 1948, in the manner so required, and the Balance Sheet gives a true and fair view 
of the state of the Society’s affairs as at 30th September, 1953, and the Income and Expenditure Account gives a true and fair view of 
the deficiency for the year ended on that date. 

GREENE, CLEMENTS & Co., 


Chartered Accountants. 
20, Bloomsbury Square, 
London, W.C.1. 


10th November, 1953. 


48 

1952 1953 1952 1953 

.. 150 0 0 

5,199 6 9 

| 

614 17 7 0 
10,675 8,675 9 3 

4,584 9 2 

68 15 0 

69 “00 | 1,062 18 5 

eens 347 ————— 361 14 8 

| 30 0 0 

721 809 4 5 

£11,792 — 
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INCOME AND EXPENDITURE ACCOUNT 


For the Year ended 30th September, 1953 


EXPENDITURE INCOME 


1953 


PREMISES— | SUBSCRIPTIONS 

Rent i 

Insurance ee INCOME RECEIVED FROM IN- 

Lighting and Heating VESTMENTS (less Tax) 

Cleaning and Maintenance 

Office Furniture and ACCRUED INTEREST RECEIVED 
Equipment Depreciation on Sale of 24% Defence 

520 13 Bonds (less Tax)... 


JouRNAL AccouNT— 
: Sales and Subscriptions... 348 17 10 
STAFF— Reprints ... 36 0 4 
Secretary (including ‘Pen- Advertising (Net) 1,101 19 7 
sion Contribution) .. 
Office Staff and — 
Insurance ie 7 Balance: Being Excess of 


Pensions ... ae nae 93 0 Expenditure over Income 
2,124 7 10 


GENERAL— 
Roll of Members Printing 
General Printing and 

Stationery 

Postage and Telephone .. 
Miscellaneous Expenses. 
Library 
Auditors’ Fee 
Travelling Expenses 
Neech Prize 
Dinner 


1,718 12 2 


PRODUCTION OF JOURNAL 

(for receipts see 
Printing 
Reprints 
Editor . 
Editorial Contributions 
Clerical Assistance 
Libel Insurance 
Postage 

2,260 8 9 


PROPORTION OF SUBSCRIP- 
TIONS Paip TO— 
Branches 
Groups 


£7,220 7 5 £7,490 


£04 
4,943 11 


169 18 


1,486 17 


614 17 


49 

s. 

488 

6 

6 — 7 

52 

42 

5 1 9 

1,647 

80 — 7 : 

100 100 

356 204 j 

220 210 

150 196 
45 45 4 

47 42 

814 814 : 

5 5 

113 99 | 

1,738 

38 

250 
37 | 

176 

12 
205 : 

252 7 6 : 

343 17 3 

£7,490 £7,220 7 5 


Report of the Honorary Treasurer 
(Concluded from page 47) 

The cost of Insurance remains approximately the same and the 
expenditure on Lighting and Heating has increased by approxi- 
mately £4, owing to the higher charges for electricity. The cost 
of Cleaning and Maintenance has increased by about £5, due 
entirely to the reduction in income from the hiring of the Com- 
mittee Room to outside bodies. The allowance for Depreciation 
in the value of Office Furniture and Equipment has been increased 
by £4 in the accounts to allow for minor additions during the 
year. The net decrease in expenditure under the heading of 
Premises is therefore approximately £74. 

B. Staff.—Under the heading of Staff the total expenditure 
has increased by approximately £110, due to expenditure on 
temporary staff necessitated by considerable sick absence of the 
regular staff during the last winter ; to increases in the rates of 
National Insurance, and to a refund of Income Tax deducted 
— —" Scotchford’s lump sum payment during the Session 

5 5 

C. General.—The cost of General Printing and Stationery 
shows a decrease of over £150, due in part to a reduction in the 
cost of paper and in part to economies practised in the Central 

. Postal and Telephone Charges are £10 less, in spite of 
increased rates charged by the Postmaster-General. Miscellaneous 
Expenses have increased by approximately £47 due to higher 
Bank charges and to Legal charges in respect of the Society’s 
lease with the B.M.A. Purchases for the Library are approxi- 
mately the same. 

The Auditors’ fee has been reduced by £5 5s. Travelling 
expenses are approximately the same, notwithstanding the fact 
that included in this year’s account are the expenses for the two- 
day Meeting at Edinburgh. This is due in part to the voluntary 
reduction of Branch and Group representation on the Council, 
following the appeal by the Honorary Treasurer at that time, 
and in part to the reduction in the personnel of the General] 
Purposes Committee. 

The cost of the Annual Dinner, held on October 23rd, 1952 
was £13 less than that for the previous year. There is, therefore, 
under the heading of General Expenditure a net saving of approxi- 
mately £131. 

D. Préduction of Journal.—A_ considerable improvement is 
shown in the cost of producing the Journal, in particular in the 
cost of paper and printing, which is reduced by approximately 
£210. Payments for Editorial contributions are down by 
approximately £18. The allocation of £200 for clerical assistance 
in connection with the Journal is an increase of £24 over last 
year’s figure and reflects the general increase in the cost of staff 
during the session. Postal Expenses are £7 more than last year, 
due to the increased;membership of the Society, and the sub- 
sequently higher circulation of the Journal. 

ere is therefore a net reduction in the cost of producing the 
Journal of £195. 

E. Branch and Group Grants.—The allocation of membership 
re to Branches and Groups has increased by a total 


It will be seen, therefore, that we have been able to make 
considerable economies during the year, the cost of the administra- 
tion of the Society being reduced by approximately £270. 


Income 

A. Income from Subscriptions.—The Income from Membership 
Subscriptions, as shown in the Accounts, is down by £135 com- 
pared with the figures shown for the previous session. This, 
however, does not show the true position. Last year, on the last 
day of the session—September 30th—the Bank credited the 
Society’s account with £136 in respect of subscriptions from 
members which should not have been credited until October Ist, 
1952. Owing to the fact that approximately 65% of the Annual 
Subscriptions are received on October Ist each year, it takes the 
staff of the Central Office seven or eight weeks to record all the 
payments in the various subscription accounts, and they were 
therefore unaware that this mistake had been made until it was 
too late to adjust the acounts accordingly. 

B. Income from Investments.—This account shows an increase 
of approximately £4 to the reduction in the standard rate of 
income tax, and there is in addition in this year’s account an 
amount of £5 Is. 9d. which represents the interest on £2,000 of 
24% Defence Bonds which accrued between the date of the last 
six-monthly payment of interest and the date of the sale of the 
Stock by the Society. 

C. Income from Fournal.—Income from Sdles and Subscrip- 
tions shows a decrease of £48 ; that from the Sale of Reprints 
an increase of £5, and from Advertising an increase of £2. 

There is, therefore, shown in the accounts a total decrease in 
Income for the session of £171. 
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The Income and Expenditure Account shows an overall 
excess of Expenditure over Income of £616. 


Estimate of Future Income and Expenditure 
If allowance is made for certain items in the accounts which 
should not recur or which refer to expenditure actually incurred 
and met in previous sessions, and also for known alterations in 
income, it will be seen that the finances of the Society at the 
present time are in a much improved position as compared with 
the two previous sessions. The allowances to which I refe. are 
as follows :— 
Expenditure Incurred in Previous Sessions but which 
actually Appear in the Income and Expenditure 


Account— 
Cost of Temporary Clerical — 
(Session 1951-52) . 
National Insurance (Mr. Elliston) . 
Tax Refund 
Roll of Members—Printing, 1951-52 
Legal Charges 


Subscription Income in respect of 1952-53 Session, 
‘but not included in the Accounts 

Against these allowances must be set an amount of £55, repre- 
senting the loss in Income due to the sale of securities. 

It will be seen, therefore, that all other things being equal the 
Society’s estimated expenditure exceeds the estimated income by 
approximately £335. This position cannot, of course, be allowed 
to continue and the special Sub-Committee appointed by the 
Society will shortly be making recommendations whereby the 
Society’s income will adequately cover its foreseeable expenditure. 

I readily seize upon this opportunity of recording the apprecia- 
tion of the Society of the diligence and loyalty of all the members 
of the Staff. The Society directs policy which can only be 
implemented by an efficient and devoted staff, which we are 
most fortunate to 

Finally, it is fitting that tribute should be paid to my pre- 
decessor in office,, Dr. James Fenton, who was for many years 
_— Honorary Treasurer. My close association with him as Deputy 

Treasurer has enabled me to assess his great value to the 
Society. The endorsement of this opinion, I feel certain, will 
not find a dissentient voice. 


November, 1953, 


Ceci. HERINGTON. 


ANNUAL REPORT OF THE EDITOR OF 
“PUBLIC HEALTH 

I beg to submit a short report on the 86¢h annual volume of 
the Society’s journal, that is, the issues from October, 1952, to 
September, 1953, inclusive. From the Point of view of size of 
the journal the year was again one of “ austerity”’ in order to 
mitigate the cost to the Society of producing PuBLic HEALTH. 
A reduction in the cost of paper was, however, helpful. 

The number of editorial pages in Vol. 66 was 200, compared 
with 206 in its predecessor. In the palmy days before World War 
II the average annual number of pages was about 360. It is to 
be hoped that an easing of the present financial stringency may 
enable an increase in the number of pages and a return to a 
larger type face. Meantime, the material sent for publication 
remains of a high standard and reflects the current topics in the 
world of preventive medicine. I am particularly grateful to the 
Hon. Secretaries of Branches and Groups for their careful and 
interesting summaries of papers and discussions at their meetings. 


G. L. C. EListon, 


November, 1953. Editor of Pustic HEALTH. 


METROPOLITAN BRANCH 
President: Brigadier A. E. Richmond. 

An invitation to the Branch has been received from Sir 
Alexander Fleming, the Director of the Wright-Fleming 
Institute of Micro-biology at St: Mary’s Hospital, Paddington, 
to visit the Institute at 2.30 p.m. on Friday, December 11th, 
1953. A paper will be read by Dr. F. Himmelweit on ‘‘ Theo- 
retical and Practical Aspects of Influenza Virus Vaccine 
Production and Use. This will be followed by a visit to 
the laboratories and demonstrations of influenza vaccine pro- 
duction. Tea will be served afterwards. Notifications of 
attendance should reach the Hon. Secretary»~Dr. F. M. Day, 
Town Hall, Hammersmith, W.C., not later than the first post 
on Monday, December 7th. 


15 
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COUNCIL MEETING 


The first meeting of the Council for the Session 1953-54 was 
held in the Council Room of the B.M.A. House, Tavistock 
Square, W.C.1, on Friday, October 23rd, 1953, at 10 a.m. 

Present—Dr. C. Metcalfe Brown (President), Dr. J. M- 
Gibson (in the chair), Drs. A. Anderson, C. W. Anderson, F. A- 
Belam, R. T. Bevan, Prof. C. Fraser Brockington, Drs. F. G- 
Brown, G. F. Buchan, H. D. Chalke, Sir John Charles, Drs. 
T. M. Clayton, H. M. Cohen, H. K. Cowan, C. K. Cullen, Sir 
Allen Daley, Drs. F. M. Day, James Fenton, Miriam Florentin, 
G. M. Frizelle, F. Gray, A. S. Hebblethwaite, C. E. E. Herington, 
J. H. Hudson, J. B. McKinney, A. A. E. Newth, Hugh Paul, 
G. H. Pringle, Brig. A. E. Richmond, Drs. T. Ruddock West, 
H. L. Settle, J. F. A. Smyth, Esq., L.p.s., Drs. J. A. Stirling, 
Andrew Topping, F. R. Waldron, E. J. Gordon Wallace, Elspeth 
M. Warwick, Nora I. Wattie, Ann Mower White, H. C. Maurice 
Williams, Prof. G. S. Wilson, Maj.-Gen. T. Young, Dr. J. Yule. 
Dr. A. V. Kelynack, Assistant Secretary of the B.M.A., also 
attended. 

Apologies for Absence were received from Drs. R. H. G. H. 
Denham, W. G. Evans, John Maddison, Maurice Mitman, A. J. 
Reekie, J. Riddell, W. S. Walton, W. Woolley. 

1, Membership of Council for the Session 1953-54.—The 
Membership of Council for the Session 1953-64 was reported 
as follows :— 

Ex officio Members: President-—Dr. C. Metcalfe Brown ; 
Chairman of Council.—Dr. J. M. Gibson ; Vice-Presidents.—Drs. 
H. C. Maurice Williams, W. G. Clarke and Andrew Topping. 
Hon. Treasurer.—Dr. C. E. E. Herington. 

Elected Members :— 

Metropolitan Branch.—Drs. F. R. Waldron, F. M. Day and 
Brig. A. E. Richmond. 

Scottish Branch.—Drs. J. Riddell and A. J. Reekie. 

Welsh Branch.—Dr. R. T. Bevan. 2 

East Anglian Branch.—Dr. T. Ruddock West. 

Home Counties Branch.—Drs. A. Anderson, J. Maddison and 
F. G. Brown. 

Midland Branch.—Drs. W. R. Martine and T. M. Clayton. 

East Midland Branch.—Dr. J. A. Stirling. 

Northern Branch.—Dr. A. S. Hebblethwaite. 

Northern Ireland Branch.—Dr. J. B. McKinney. 

North-Western Branch.—Drs. J. S. G. Burnett and J. Yule. 

Southern Branch.—Dr. E. J. Gordon Wallace. 

West of England Branch.—Dr. R. H. G. H. Denham. 

Yorkshire Branch.—Drs. W. G. Evans and H. L. Settle. 

County Borough Group.—Dr. W. S. Walton. 

County Group.—Dr. H. K. Cowan. 


County District Group.—Drs. F. A. Belam, G. H. Pringle and ‘ 


. H. Hudson. 

Tuberculosis Group.—Drs. C. K. Cullen and R. M. Orpwood. 

School Health Service Group.—Drs. A. A. E. Newth, H. M. 
Cohen and C. W. Anderson. 

Maternity and Child Welfare Group.—Drs. Miriam Florentin, 
Ann Mower White and Elspeth M. Warwick. 

Scottish Child Health Group.—Dr. N. I. Wattie. 

Fever Hospital Medical Group.—Dr. Maurice Mitman. 

Dental Officers Group.—Mr. J. F. A. Smyth, L.p.s. 

Services Hygiene Group.—Dr. G. M. Frizelle, Maj.-Gen. T. 
Plotted under Article 19: (@):—Prot 

cted u rticle .—Prof. C. Fraser B ington, 
Drs. J. Fenton and Hugh Paul. 

Elected under Article 19 (c).—Drs. Frank Gray and W. Woolley. 

Elected under Article 19 (f ).—Dr. George Buchan, Sir John 
Charles, Sir Allen Daley and Prof. G. S. Wilson. 

2. Welcome to New Members.—A hearty welcome was 
extended to new members of the Council who were present, 
namely, Brig. A. E. Richmond, Drs. A. Anderson, C. W. Anderson, 
G. M. Frizelle and Elspeth M. Warwick. 

3. Retirement of Old Members.—It was regretted that the 
inclusion of new members of the Council, in accordance with its 
Constitution, necessitated the retirement of the following former 
members : Drs. W. H. Bradley, K. M. Hart, J. D. Kershaw, 
J. B. S. Morgan and Prof. R. H. Parry. 

It was resolved that a letter of thanks for their services in the 
past be sent. It was resolved that Dr. W. H. Bradley be invited 
to attend future meetings of the Council, so that his advice could 
be available if necessary. 

4. Minutes of Last Meeting.—The Minutes of the Meeting 
of the Council held on Friday, September 18th, 1953 (Pusiic 
HEALTH, November, p. 23), were confirmed and signed by the 
Chairman. 

5. Accommodation for Medical Inspection in Schools 
(Min. 165).—It was reported that a letter had been received from 
the Secretary of the School Health Service expressing concern 
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that there was evidence of a cutting down of suitable accommoda- 
tion for medical inspection in schools. The attention of the 
Council was drawn to the 1951 Regulations in which it was made 
clear that an inspection room, not set aside exclusively for medical 
purposes, should be immediately available when required. It was 
resolved that a letter be addressed to the Ministry of Education 
on this matter. 

6. Ministry of Education Circulars (Min. 166).—A letter 
from the Secretary of the School Health Services Group referred 
to the practice in the past of circulars from the Ministry of 
Education which were of special interest to School Medical 
Officers being stamped in such a way that Education Officers 
were immediately aware of the need for passing on such circulars 
to the School Medical Officer. It appeared that this practice 


. had not been followed for some time and as a result some School 


Medical Officers were not receiving all the circulars from the 
Ministry which were of concern to them. It was agreed to ask 
the Ministry of Education to resume the stamping of these 
circulars which were intended for the School Medical Officer. 
It was also resolved that the Editor of PuBLic HEALTH be asked 
to record in the Journal particulars of such circulars from time 
to time. 

7. Whitley Medical Functional Council (Min. 168).— 
Dr. A. V. Kelynack gave a verbal report on the discussions at 
the meetings of the Staff Side, and the full Committee ‘‘ C.” 

8. Training of Health Visitors (Min. 168)—Dr. Nora Wattie 
(Chairman of the special Sub-Committee) submitted the draft 
evidence prepared by the Sub-Committee for submission to the 
Working Party, which had been set up by the Ministry to Consider 
the Training, Qualifications and Conditions of Service of Health 
Visitors. In submitting the report Dr. Wattie thanked the 
members of the Sub-Committee for the assistance which they 
had given her in the preparation of the document. In receiving 
the document, on behalf of the Council, the Chairman paid 
tribute to the work of the Sub-Committee and of its Chairman 
in particular, and proposed, from the Chair, that a hearty vote 
of thanks be extended to Dr. Wattie. This was carried with 
acclamation. 

In this connection a letter was received from the Tuberculosis 
Group, asking that an opportunity be given to that and other 
groups to comment on the draft evidence. It was pointed out 
that the views of all groups had been adequately considered 
during the discussions of the Sub-Committee and that it was 
not reasonable at this stage to circulate a document of this nature 
to all the groups of the Society. The representative of the 
Tuberculosis Group stated that he was certain that the Tubercu- 
losis Group would not be in agreement with that part of the 
document which referred to the work of the Health Visitor in 
the tuberculosis field. After considerable discussion, however, 
it was resolved (Drs. C. K. Cullen and F. Gray voting against) 
that, subject to minor verbal alterations, the document as amended 
be adopted as the Society’s policy in this matter, that it be for- 
warded to the Working Par~y as the Society’s evidence, and that 
copies be forwarded to the British Medical Association for dis- 
cussion in accordance with the agreement between the Society 
and that body. It was resolved further that the Tuberculosis 
Group be asked to prepare a memorandum, in which the views 
of that group would be fully set out, for the consideration of the 
members of the Society who would give oral evidence to the 
Working Party in support of the document. 

It was resolved that the representatives of the Society to give 
oral evidence to the Working Party in support of the document 
should include the President and Chairman of Council, and that 
the other members of the deputation should be selected by the 
Sub-Committee. 

(The document, as amended, is published separately in the 
current issue of the Journal.) 

9. Children with Defective Hearing (Min. 168).—Dr. 
A. A. E. Newth informed the meeting that the School Health 
Service Group was still considering the draft circular which the 
Ministry of Education proposed to send out to Local Education 
Authorities, dealing with children with defective hearing. At 
the time of reporting the group were not entirely satisfied with 
the advice proposed to be given by the Ministry of Education. 
It was resolved that the Ministry of Education be asked to delay 
the issue of the Circular until after the final recommendations of 
the Society had been considered. Dr. Newth stated that he 
hoped to be in a position to report further on this matter at the 
next Meeting of the General Purposes Committee. 

10. Cost of the National Health Service (Min. 168).— 
The President, Dr. C. Metcalfe Brown, reported that the Sub- 
Committee was still considering the preparation of a document 
containing the Society’s recommendations for submission to the 
Guillebaud Committee. Representatives of the Sub-Committee 
namely, Drs. C. Metcalfe Brown, H. K. Cowan and Sir Allen 
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Daley, had been appointed to represent the Society in any dis- 
eussions under the terms of the agreement between the Society 
and the B.M.A. 

11. Rehabilitation of Disabled Persons (Min. 168).—Dr. 
John Yule stated that the Society’s evidence was now in draft 
form and was in process of final approval by members of the 
Committee. The Society had been informed by the Ministry 
of Labour that the evidence must be submitted by the end of 
November. In view of the fact that there would not be another 
meeting of the Council or a meeting of the General Purposes 
Committee before the end of November, it was resolved that 
the President, the Chairman of Council and the Chairman of the 
General Purposes Committee be authorised to approve the final 
document. 

12. Investigation of Hospital Outbreaks of Puerperal 
Infection.—Sir John Charles informed the meeting that as a 
result of further consideration which had been given to this 
matter, the Ministry proposals had been withdrawn. He asked 
that representatives of the Society should be appointed for dis- 
cussions with the Ministry, and with the Royal College of 
Obstetricians and Gynaecologists. It was agreed that the 
President, the Chairman of Council, the Chairman of the General 
Purposes Committee, Sir Allen Daley and Dr. Miriam Florentin 
should represent the Society at any discussions which might be 
arranged. 

13. Industrial Diseases (Min. 168).—It was reported that 
the Sub-Committee appointed to consider the preparation of 
evidence to the Departmental Committee which had been set up 
to review certain proyisions of the Industrial Injuries Acts recom- 
mended that no evidence be submitted by the Society. The Sub- 
Committee realised that the terms of reference of the Depart- 
mental Committee specifically excluded the consideration of the 
addition of any diseases to the approved list, and also that the 
Industrial Injuries Act did not exclude persons from claiming 
in respect of other diseases which could be proved to have been 
caused by the conditions of their employment. It was therefore 
felt that, so far as the Society was concerned, there were no 
improvements to suggest. 

14. Handicapped Pupils Regulations, 1953 (Min. 183).— 
It was reported that the School Health Service Group was still 
discussing the Handicapped Pupils Regulations. A further report 
would be submitted in due course. 

15. Elections of Committees for the Session 1953-54.— 
The following Committees, with the membership stated, were 
duly appointed for the Session 1953-54 :— 

(a) General Purposes Committee.—Dr. C. E. E. Herington (Hon. 
Treasurer), Dr. H. K. Cowan (Chairman of the B.M.A. Public 
Health Committee), Drs. T. Ruddock West, H. C. Maurice 
Williams, J. A. Stirling, Maurice Mitman, C. K. Cullen, A. A. E. 
Newth, J. F. A. Smyth, Esq., L.p.s., H. D. Chalke, F. M. Day, 
J. Riddell and Miriam Florentin. 

(b) Standing Committee for Food Matters.—Drs. F. A. Belam, 
F. M. Day, John Maddison, W. R. Martine, A. J. Shinnie, C. F. 
White, Prof. G. S. Wilson. 

(c) Training of Health Visitors —Prof. C. Fraser Brockington, 
Drs. J. S. G. Burnett, W. G. Clark, Miriam Florentin, A. A. E. 
Newth, J. A. Stirling, Andrew Topping, W. S. Walton and Nora 
1. Wattie. 

(d) Research Committee.—Elected members: Drs. H. D. 
Chalke, H. M. Cohen, Miriam Florentin, Maurice Mitman, 
and Andrew Topping. Co-opted members : Dr. W. H. Bradley, 
Col. P. J. L. Capon, Dr. Charles aod - Fletcher, Esq., 
L.D.Ss., Prof. Fred Grundy and Dr. D. D. Rei 

(e) D.P.H. Committee.—Elected Prof. C. Fraser 
Brockington, Drs. H. M. Cohen, H. D. Chalke, C. W. Dixon, 
W. G. Evans, Miriam Florentin, Andrew Topping, W. S. Walton 
and Maurice Williams. Co-opted members: Prof. A. L. Banks, 
Dr. J. H. F. Brotherston, Profs. Fred Grundy and J. M. 
Mackintosh. 

(f) Cost of the National Health Service Committee.—J. Bingay, 
Esq., Drs. G. Buchan, H. M. Cohen, Sir Allen Daley, Drs. 
Hamilton Hogben, Maurice Mitman, Andrew Topping and J. D. 
Kershaw. 

(g) Occupational Health Committee.—Drs. A. Brown, J. S. G. 
Burnett, H. D. Chalke, Stuart Laidlaw, W. S. Parker, Liywelyn 
Roberts and Andrew Topping. 

The President of the Society, the Chairman of Council and 
the Chairman of the General Purposes Committee to be ex officio 
members of all the above Committees. 

16. Appointment of Neech Prize Assessors.—It was 
resolved that Prof. C. Fraser Brockington and Dr. W. S. Walton 
be appointed Neech Prize Assessors for the Session 1953-54. 

17. Occupational Health (Min. 138),—It was reported that 
the B.M.A. had forwarded a final draft memorandum on the 
future of Occupational Health Services which would be considered 
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at the next meeting of the Council of the B.M.A. and, if adopted, 
would become the B.M.A.’s policy. The Society’s Occupational 
Health Committee had- considered the document and offered 
certain comments for the consideration of the Council. 

The Committee’s comments were endorsed and it was resolved 
that they be forwarded to the B.M.A. 

18. London School of Hygiene and Tropical Medicine.— 
A letter, dated September 28th, was received from the London 
School of Hygiene and Tropical Medicine asking the Society to 
appoint a representative on the Court of Governors for the three- 
year period commencing on January Ist, 1954. It was resolved 
that Dr. C. Metcalfe Brown again be nominated to represent the 
Society. 

19, Chest Clinics.—It was reported that the Tuberculosis 
Group had forwarded a memorandum on the future administration 
of Chest Clinics which the Group Committee wished to be con- 
sidered in relation to any proposed amendment to the National 
Health Service Act. 

It was resolved that this document be referred to the Committee 
appointed to consider the Cost of the National Health Service. 

20. Respiratory Tuberculosis.—It was reported that the 
Tuberculosis Group was disturbed at the high number of un- 
notified deaths from respiratory tuberculosis (2,067 in 1951 as 
compared with 1,867 in 1938). The Group pointed out that the 
lack of notification of these cases during life must obviously have 
entailed delay in the application of preventive ‘measures, and that 
this was indicative of the widespread failure in carrying out the 
statutory notification procedure. It was resolved that the question 
be referred to the B.M.A. so that this serious matter could be 
considered by the appropriate Committee of that Association. 

21. Diploma in Health Education.—The Council received 
a document setting out draft syllabus prepared by the London 
Institute of Education, in conjunction with the London School 
of Hygiene, the Institute of Child Health and the Central Council 
for Health Education, for a proposed course in Health Education 
for teachers, medical officers, nurses, sanitary inspectors and other 
people approved by the University. 

22. Duties of Nurses.—A letter, dated October 7th, was 
received from the Medical Defence Union on the question of the 
duties of nurses. It was resolved that the matter be referred to 
all the Branches and Groups of the Society for comment... In 
the meantime the Medical Defence Union were to be informed 
of the action taken by the Society in this matter. 

23. Central Council for Health Education. 

(a) It was reported that the Central Council for Health Educa- 
tion were intending to run their Annual Seminar for Medical 
Officers of Health and their assistants in February, the subject 
to be ‘‘ Foot Health.” The Society was asked to suggest three 
suitable names to take part in a panel discussion. It was resolved 
that the following three names be forwarded to the Central 
Council : Drs. W. G. Booth, H. M. Cohen and E. K. Macdonald. 

(b) It was reported that owing to the death of Brig. Parkinson 
there was now no representative of active Medical Officers of 
Health on the Central Council Advisory Panel, and that the 
Central Council would be glad to consider any suggestions the 
Society might wish to make. It was resolved that the Central 
Council be informed that they would like the name of Dr. F. M. 
Day to be considered for election to the panel. 

24. Ministry of National ce—Circular F.E. 297.— 
A letter, dated October 10th, was received from the Hon. Secretary 
of the County District Group of the Society, as follows :— 

“* At the County District Group Executive Meeting held 
on Thursday, October 8th, some concern was felt over the 
procedure adopted in notifying the local Medical Officer of 
Health of the rise in sickness claims owing to influenza 
epidemics. 

It would appear that following the initial report no further 
local reports are sent direct to the Medical Officer of Health. 
Subsequent reports were stated to be sent from Local to 
Regional Insurance Offices and from the latter to the County 
Medical Officer of Health. Considerable time would there- 
fore be saved if these supplementary reports could be sent 
direct from the local office to the local Medical Officer of 
Health. 

Members of the Committee pointed out that Medical 
Officers of Health have been asked by the Ministry of Health 
to interest themselves in influenza, seek ‘ spotters,’ etc., 
and it therefore appeared to be of considerable importance 
that they should be kept informed of matters like this without 
lapse of time. 

It was resolved that the question should therefore be 
referred to the Council of the Society with a view to taking 
the appropriate action.” 


(Continued on page 54) 
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Council Meeting 
(Continued from page 52) 

Dr. James Fenton kindly undertook to discuss this matter 
with the Chief Medical Officer of the Ministry of National 
Insurance, Dr. Arthur Massey. 

25. Death Certificates.—It was reported that, at a recent 
meeting of the County District Group, one of the members had 
referred to difficulties that could occur owing to the fact that 
the form of Certificate used by coroners was not strictly in 
accordance with the International Classification of Diseases and 
Causes of Death. It was resolved that letters be addressed to 
the Home Office and the Registrar General, drawing attention 
to the difficulties which were experienced by Medical Officers of 
Health in this matter. 


26. Hospital Group Advisory Committee.—It was reported 


that an invitation had been received from the Romford Group 
of Hospitals Medical Advisory Committee for the Society to 
nominate a Medical Officer of Health for co-option to that 
Committee. It was resolved that the name of Dr. J. B. Samson 
be forwarded to the Committee. 

27. Condemnation of Canned Foods.—A letter, dated 
September 17th, was received from the London Chamber of 
Commerce which advocated the storing of condemned canned 
foods for a period sufficient to allow of its inspection by the sellers. 
It was resolved that this matter be referred to the General Purposes 
Committee for consideration. 

28. Life Membership.—The following members, having 
been duly nominated by their respective Branches, were con- 
firmed for nomination for election at the next Ordinary Meeting 
of the Society :— 

Metropolitan Branch—Dr. G. H. Dart, formerly Medical 
. Officer of Health (Hackney Metropolitan Borough)—joined the 
Society in 1914. ‘ 

Home Counties Branch.—Dr. H. C. Jennings, formerly Medical 
Officer of Health (Oxford County Council)—joined the Society 
in 1921. 

North-Western Branch.—Dr. L. Wilson Evans, formerly 
Medical Officer of Health (N.W. District Salop)—joined the 
Society in 1923. : 

' There being no other business the meeting terminated at 
12.45 p.m. 


EAST ANGLIAN BRANCH 

President: Dr. K. J. Grant, o.8.e. (M.O.H., Great Yarmouth 
C.B.). 

re Secretary: Dr. A. J. Rae (Dep. C.M.O.H., West Suffolk). 

A meeting of the Branch was held at the Grange Restaurant 
and Country Club, Brome, on Thursday, September 24th, 1953, 
at 6 p.m. The President was in the chair and 16 other members 
were present, 

The President referred to the loss which the Branch had 
recently sustained by the untimely death of Dr. J. C. Johnston, 
a former President of the Branch and a promising member of 
the Public Health Service. 

The Balance Sheet (a copy of which had been circulated to all 
members) was received and approved. It was decided to raise the 
charge paid by members for tea from Is. 6d. to 2s. 

The President and the Representative on the Council of the 
Society reported on the Extraordinary Meeting held on Septem. 
ber 17th, 1953, at which it was decided not to change the name 
of the Society to the Society of Preventive Medicine. Dr. 
Ruddock-West also reported on the Annual Meeting of the 
Society at which the newly installed President, Dr. C. Metcalfe 
Brown, gave a most interesting and stimulating address on the 
National Public Health Service. 

The report of the Branch’s Committee for Research, a copy 
of which had been sent to all members, was presented by its 
Secretary, Dr. P. A. Tyser. The suggestion for a survey of the 
incidence of warts (and in particular of plantar warts) in East 
Anglia was discussed at length and adopted. The Committee 
was authorised to approach the Principal School Medical Officers 
of the Local Education Authorities in the area on the matter. 
It was reported that Dr, A. E, Brown had resigned from the 
Committee on leaving the-area and Dr. R. C. M. Pearson, M.O.H., 
City of Norwich, was appointed in his place. 

Mention was made of the difficulty experienced by members 
during the winter months in travelling the considerable dis- 
tances necessary to attend meetings in this very rural area, and 
it was suggested that meetings should be held more frequently 
in the autumn and spring/early summer months with a long 
recess during the winter and another during mid-summer. It 
was agreed to give this suggestion a trial during the ensuing 
12 months, it being understood that a meeting would be called 
during the recesses if any urgent matters should arise. 
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Members proceeded to enjoy an excellent dinner, at the end 
of which the President installed Dr. K. F. Alford, Deput 
County Medical Officer, Norfolk, as President. of the Branc 
for the ensuing session. Dr. Alford thanked the Branch for the 
honour and asked the members to show Dr. Grant their apprecia- 
tion of the lead which he had given them during the past year. 

It was decided that the next meeting should be held at the 
Scole Inn on Saturday, November 7th, 1953, when the new 
President would address the meeting. 


HOME COUNTIES BRANCH 

President: Dr. A. Anderson (M.O.H., Heston and Isleworth 
M.B., and Area M.O., Middlesex). 

Hon, Secretary: Dr. J. Maddison (M.O.H., Twickenham M.B., 
and Area M.O., Middlesex). 

A meeting of the Branch, which was attended by 30 members, 
was held at 3 p.m. on Friday, October 9th, 1953, at the London 
School of Hygiene and Tropical Medicine. 

After the Minutes of the meeting held on July 3rd, 1953, had 
been confirmed and signed, Dr. Maddison—the retiring President 
—introduced the President-Elect—Dr. A. Anderson, M.O.H., Hes- 
ton and Isleworth M.B., and Area M.O., Middlesex—and invested 
him with the badge of office. Dr. Maddison then vacated the 
chair in favour of Dr. Anderson. The President thanked the 
members for the honour they had conferred upon him and 
said he would do his utmost to uphold the high standard which 
had been set by his predecessors. 

A very cordial vote of thanks was accorded to Dr. Maddison, 
the retiring President, and to Dr. Brown, Honorary Secretary, 
for their excellent services during the year. 

Dr. Robert Forbes, M.B., cH.B., Secretary of the Medical 
Defence Union, gave a most interesting paper entitled “ Legal 
Hazards in Public Health Practice ” which provoked a lively 
discussion. Dr. Adamson (Hendon) proposed a hearty vote of 
thanks to Dr. Forbes for the masterly way in which the subject 
had been presented. 

In the absence of the Honorary Treasurer of the Branch the 
Honorary Secretary presented the Balance Sheet for the year 
ended September 30th, 1953. This was audited by two members 
and approved. 

The Honorary Secretary reported that Dr. H. C. Jennings, 
C.M.O.H., Oxfordshire, who joined the Society in 1921, was retir- 
ing shortly, It was resolved that Dr. Jennings’ name should be for- 
warded to the Council of the Society for nomination as a Life 
Member. 

Dr. Brown raised the question of the times of meetings and 
it was suggested that (i) one of the meetings during the coming 
session should be held at 5.30 p.m., and (ii) that one meeting 
should be held other than on a Friday. 


MIDLAND BRANCH 

President (1952-3): Dr. H. M. Cohen (P.S.M.O., Birming- 
ham C.B.). 

President (1953-4): Dr. Jean M. Mackintosh (Adm. M.O.H. 
for M. & C.W., Birmingham C.B.). 

Hon. Secretary: Dr. W. R. Martine, (Adm. 
M.O.H. for General Purposes, Birmingham C.B.). 

The first meeting of the session was held at Lancaster 
Street Welfare Centre, Birmingham, on Thursday, October 
&th, 1953, at 3 p.m. 

The President (Dr. H. M. Cohen) was in the chair, and 27 
other members attended. Dr. Jean M. Mackintosh, President- 
elect, sent an apology for inability to attend. 

Committee of Tuberculosis Group.—For the vacancy for 
nomination of member of Midland Branch, vice Dr. T. V. R. 
Philip (retired); Dr. Wilson Russell was elected. 

Representation of B.M.A. Branches on Midland Branch 
Council.—For the Birmingham Branch, Dr. W. R. Martine 
was elected. A nomination from the Staffordshire Branch is 
awaited. 

Circular E.C.L. 49/53. Issue of Certificate Forms from 
local Eaecutive Council Offices.—Dr. Griffin having questioned 
the desirability of implementation of this circular in so far as 
local authorities were concerned, asked whether it had been 
issued after prior consideration with the Society of Medical 
Officers of Health. After discussion, it was agreed that what 


_really mattered was cooperation between various sections in 


the National Health Service and that each local authority 
should decide for itself what action should be taken by way 
of implementation, no action being taken by the Branch. 


“ Whither Public Health ? ” 
A symposium of three short papers followed on this subject. © 


Dr. R. J. Dodds (Dep. M.O.H., Coventry) asked whether 
a medical officer were really necessary, drawing attention to 
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doubts which had been expressed as to the need tor a school 
medical service, a maternity and child welfare clinic, and 
even a health visitor. He felt it might soon be the M.O.1I. 
who had to face such a challenge. Should the M.O.H. not 
examine himself and prepare for a counter attack? Would his 
public suffer if he ceased to exist, and how soon? Would 
the public indeed be seriously affected if his whole department 
were abolished? What part of his work was in fact medical, 
or ancillary to medicine? What need had he of a medical 
qualification? Was not the work he did a mixture of adminis 
trative knack, experience and common sense? If a M.O.H. 
could not answer these questions to his satisfaction, he must 
yet busy now. 

He then referred to health education. Unwelcome advice 
would not be acted upon—the public must be conditioned, first, 
to receive it. Relationships between M.O.H. and public were 
like the bedside manner of the general practitioner and we 
must impress the G.P. with our usefulness to him, through 
our H.V.s, district nurses and ourselves. We must be known 
to our public in more than name. 

Annual reports were time consuming in preparation, and 
stodgy in result. Were they ever read, except for reference 
purposes? When the Ministry really wanted information, a 
special report was asked for, and it made one feel that the 
Annual .Report was not read even in the Ministry. What was 
really needed was an abstract of statistics for limited circula- 
tion and a popular illustrated brochure as an instrument of 
health education, followed up at regular intervals by Press 
articles. 

Was our preventive medicine on the right foot to- day—were 
we not fighting to prevent diseases no longer a major issue, 
were we fighting hard enough for the wherewithal to eliminate 
tuberculosis, and what of bronchogenic carcinoma, rheumatism, 
etc.? 

Why was the M.O.H. not an Associate Physician to his I.D. 
Hospital and Consultant Epidemiologist to his Hospital Man- 
agement Committee? 

The Maternity and Child Welfare Clinic, attracting con- 
verts as it did, should be reviewed. The staff might be better 
employed visiting those who did not attend. 

Enough of the despondency and legislation which came 
with the N.H.S. Act. Centralisation must be resisted and 
local initiative must be developed. 

Did not Mental Health, so recently ours, present us with 
the opportunity to show our worth, and could we not do 
more in the industrial ‘field? 

Dr. T. M. Galloway (Dep. C.M.O.H., Worcestershire) thought 
any forecast difficult and calculations liable to upset but we 
could at least cast our inferiority complex and talk straight 
from the shoulder. We might in that way be in the position 
to shape our future ourselves, but we would never get success- 
ful cooperation and co-ordination in a many-sided Health 
Service without speaking clearly and, sometimes, loudly. We 
must stop merely filling in long-standing gaps which have 
continued since the N.H.S. Act and we must avoid duplication 
of service. The rural clinic was often an economic and import- 
ant asset, but the nurse might be merely a sop to the self- 
esteem of those who believe in bolstering up their own import- 
ance in the “‘ village.’’ Would it not be better to scrap 
family allowances and give a bonus for every completed 
immunisation. H.V.s would then be free and able to get into 
the homes, minds and habits of those who would not go to 
clinics, and doctors to devote their time getting to know 
their district and their public, influencing them, and leading 
them. For leadership was our function. The domiciliary 
medical care team must be our aim with the G.P. as the 
central pivot—and influenced by his aids to recognise the 
value of the preventive approach and to practise it. More G.P.s 
must be made aware of the help we could give them for the 
cost of one week in hospital would buy a lot of domiciliary 
medical care, and the responsibility of the M.O.H. should 
be the co-ordination of the Health Service in his district, 
both by administration and precept. We must be able to 
say in truth that we have done a solid day’s work in prose- 
cuting a vigorous public relations policy and scrap the belief 
that honour was satisfied with a clinic from to a.m. to 12 noon 
and another from 2 to 4 p.m 

Dr. G. Dison (A.M.O.H., ’ Birmingham) referred to the 
M.O.H. as the specialist co- -ordinator of all branches of medi- 
cine, but unlike most specialists, he could, on reaching the 
top, see the whole field in front of him. To reach the top he 
must make an early start, in his student days, and learn to 
appreciate the social background as being no less important 
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than the physical signs of disease. Let him be taught social 
medicine in its widest sense. 

After graduation, hospital appointments and a spell of general 
practice, then an apprenticeship in a Public Health Depart- 
ment with, perhaps, registrar status while gaining his ground- 
ing in public health administration, staffing clinics part-time 
and attending classes for his qualification in public health. 
Even if he had to hold such an appointment near to a medical 
school or university, would that present hardship? Surely the 
budding surgeon and obstetrician must do their work for higher 
qualifications only in hospitals approved by their colleges. 

With such a training, the A.M.O.H. of the future would be 
at once a specialist at an appropriate salary, later to become 
head of a section and ultimately a chief in his own right. 

Only if his prospects were thus clearly outlined would public 
health attract the right type of doctor to its service, a man 
fit to administer and co-ordinate the health service of his 
community. 

So much for doctors. What of health visitors? The social 
worker could no more displace the H.V. than a lay adminis- 
trator the M.O.H. Midwives, district nurses, home helps, 
psychiatric social workers and social workers and others made 
brief intriSions into the home but the H.V. should be a per- 
manent and welcome visitor; she must be the main cog in the 
wheel, working closely with the G.P., with the Hospital Ser- 
vice and with her M.O.H. and she must help and advise in all 
health matters in the family, whatever the age, avoiding 
only the pitfalls of diagnosis, treatment and prognosis on 
which her training has not qualified her to speak. 

And now Health Education. The sanitary era is past, to-day 
is the age of improvement in health through the knowledge, 
intelligence and application of the individual, yet ignorance 
of the value of health education is so common that we must 
first educate some of our health workers before we can expect 
any result from our efforts with the public. There is more 
to it than a mere lowering of the infant mortality rate. 

Each local health authority should have a senior medical 
officer with a special team within the department doing this 
work, and if not fully employed, could not his spare time be 
spent on research? It was because of the tendency for routine 
to push health education into the background that he asked 
for such an appointment; H.V., S.I. and M.O. were so fre- 
quently tied up with other routine duties. These officers could 
do much with individual contact, but he felt that group 
teaching and discussion was a valuable contribution if the 
technique were correct. That could be learnt. 

Let us be finished with drains, let us have a new and brighter 
public heaith; let us have improved status thereby and let 
us have a college of hygienists, perhaps in time a Royal 
college, with its members and fellows. Let us not live in the 
past but let the public see what we are doing now and what 
we plan for the future. 

A lively discussion followed, Drs. Cohen, Starkie, Tabbush, 
Gibbins, Owen, J. F. Galloway and Lawson taking part. 

Dr. Burn moved a vote of thanks which was seconded by 
Dr. J. F. Galloway. 


NORTH-WESTERN BRANCH 

President: Dr. S. C. Gawne (C.M.O.H., Lancashire). 

Hon. Secretary: Dr. J. S. G. Burnett (M.O.H., Preston C.B.). 

The first ordinary meeting of the Branch for the session 
1953-54 was held at Preston on Friday, October 16th, 1953, 
when 41 members were present to see Dr. S. G. Gawne, County 
Medical Officer, Lancashire County Council, installed as 
President. 

It was resolved that Dr. L. Wilson Evans, lately M.O.H., North 
West Shropshire, be recommended to the Council for life mem- 
bership of the Society. 

Dr. K. K. Wood, in investing the new President with the 
insignia of his office, referred to the long-standing association 
of Dr. Gawne and his predecessors at the County Offices with the 
activities of the Branch and in particular to the expressions of 
goodwill sent by Dr. J. J. Butterworth, who had held the office of 
Branch President in 1915. Dr. Wood associated himself with 
these expressions and wished the new President a happy and 
successful year of office. 

Dr. Burnett expressed the thanks of the Branch to the retiring 
President for his splendid services during the year and especially 
for arranging a most successful and very popular dinner to the 
President of the Society as well as a diverting and pleasant 
annual meeting held in the more sporting and rural part of the 
West Riding of Yorkshire. 

Dr. Gawne then read an erudite and comprehensive address 
entitled “Some Reflections on Co-ordination in the Health 
Service ” (which appears elsewhere in this issue) and in response 
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to which Dr. Crawford expressed the thanks of the assembled 
company. 
TUBERCULOSIS , GROUP 

President: Dr. J. E. Geddes (Chief Clin. T.0., Birmingham). 

Hon, Secretary: Dr. J. G. S. McQueen (C.P., Battersea Chest 
Clinic, $.W.11). 

The Committee of the Group met in the rooms of the Society 
on May 15th, 1953, when 11 members were present. 

It considered a memorandum on Circular 7/52 of the Ministry 
of Health (Occupational Resettlement of Tuberculous Persons) 
which had been prepared by the officers of the Group. This 
memorandum commented upon the difficulties and risks 
encountered in the return of infectious cases of tuberculosis into 
open industry and advocated the provision of mere sheltered 
workshops, night sanatoria, the development of out-work under 
suitable supervision, the designation of certain types of work 
and some alteration to the Quota Scheme. The document was 
approved and remitted to Council for consideration. 

An analogous subject, the protected employment and _ hostel 
accommodation for permanently disabled cases of tuberculosis, 
was also examined and it was directed that a memorandum 
should be submitted to Council at the same time. 

It was considered that the Tuberculosis Standing Advisory 
Committee of the Central Health Services Council would be 
strengthened by the appointment of a larger proportion of men 
actually engaged in tuberculosis work, particularly in clinical 


work in the field. 


Annual Meeting 


The Annual Meeting of the Group at 12 noon on the same day 
elected the following officers for the session 1953-54: 

President: Dr. J. Wood-Wilson. 

Vice-Presidents: Drs. J. E. Geddes and Hugh Ramsay. 

Hon, Secretary: Dr. J. G. S. McQueen. 

Council Representatives: Drs. C. K. Cullen and R. M. Orpwood. 

Joint Tuberculosis Council Representatives: Drs. G. W. H. 

Townsend, C. K. Cullen and J. G. S. McQueen. 


The Committee of the Group met in the rooms of the Society 
on September 25th, 1953, when 11 members were present. 

It noted with much interest the setting up of a Joint Com- 
mittee of the Ministries of Health and of Labour and National 
Service to examine the Rehabilitation of Disabled Persons—a 
matter to which the Group Committee had been giving much 
thought of recent months. 

The future administration of the chest clinic was discussed 
in relation to the possibility of amendments being made to the 
National Health Service Acts. It was therefore the immediate 
rather than the distant future that concerned the committee. 
A memorandum emphasising the need for vigorous preventive 
work, the unity of treatment and prevention, the need to avoid 
the divorce of the Tuberculosis Service from general medicine 
and the ill effects of further change in a service so recently dis- 
rupted, was prepared and forwarded for the consideration of the 
Council. 

The continuing high level of non-notified deaths from tubercu- 
losis was examined and considered to be but part of a widespread 
failure in the statutory duty of notification. It was resolved to 
bring the matter to the notice of Council with a view to action by 
the Regional Hospital Boards to improve notification of the 
disease by the general hospitals. 

Other matters discussed included the problem of tuberculosis 
in immigrants, and the recruitment, training and supervision of 
clerical staff in chest clinics. 


OFFICIAL NOTICES 


City of Coventry Education Committee 


School Medical Officer and Assistant Medical Officer of Health 
required for duties mainly in connection with medical inspec- 
tion and clinic treatment of school children and other duties 
as directed by Medical Officer of Health and Principal School 
Medical Officer. 

Qualifications and experience in ascertainment of handi- 
capped pupils an advantage. Salary {950 to £1,300. Com- 
mencing salary determined in the light of previous experience 
and qualifications. Further particulars from the School Medical 
Officer, Council House, Coventry, to whom application should 
be submitted. 

T Morrison Crayton, 
School Medical Officer. 
November 23rd, 1953. 
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their drinking water being made safe by the 


Metafilter. 


The method is simple and sure and the filter 


is completely cleaned in a few minutes by ET ae \ 
simple reversal. \\ 
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EEE mq Sizes from 1 gallon to 10,000 gallons per hour. 


METAFILTRATION 


METAFILTER, HOUNSLOW. 


LEE 


THE METAFILTRATION COMPANY LIMITED, BELGRAVE ROAD, HOUNSLOW, MIDDLESEX 


A vitamin prescription suitable ee a 
| > | 
for patients of all ages..... [= 
| 


PUBLIC HEALTH, December, 1953 


AN EFFECTIVE, REALISTIC 
TREATMENT FOR 


As a result of investigations at The Wellcome Laboratories 
of Tropical Medicine, ‘Antepar* brand Elixir is now offered as 
a major advance in the treatment of threadworm infestation. 

Piperazine hydrate, the active ingredient of ‘Antepar’, has 
proved to be far more efficient than any of the traditional 
oxyuricides, yet virtually non-toxic. In clinical trials a 97 per cent 
cure rate was achieved at the recommended dose level and 
no important side-effects were observed. 

_ No special regimen of fasting or purging was required; nor 
were the stringent hygienic precautions, usually associated 
with threadworm treatment, necessary. 

‘Antepar’ is pleasantly flavoured and readily acceptable to 
small children. It contains 500 mgm. of piperazine hydrate per 
fluid drachm, and is available in bottles of 4 fl. oz. (6/6d. plus 
1/3d. P.T.) and 20 fl. oz. (24/9d.—exempt P.T.) subject to discount. 


Outstanding efficacy 
Rapid and complete cure 
No important side-effects 
Simply administered 
Pleasantly flavoured 
No special regimen needed aa 


i val BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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